Dr. Duncan and a group of highly qualified contributors 
bring you in this up-to-date edition all that is new, worthwhile 
and significant in the diagnosis and treatment of metabolic 
dysfunction. The information here can be used profitably by 
almost any physician or specialist. Dr. Duncan’s chapter, for 
example, on Diabetes Mellitus contains 152 pages with com- 
plete delineation of etiology, examination, pathology, diag- 
nosis, differential diagnosis, treatment and complications. 


An extensive chapter covers The Problems of Juvenile 
Diabetes. A 100 page chapter on The Management of Obesity 
illuminates virtually all the nuances effective in handling 
overweight patients. There are exceptional new chapters on 
Glycogen Storage Diseases and Idiopathic Galactosemia. 


Some 142 pages on the Vitamins and Avitaminoses cover each 
of the necessary vitamins. You'll find information on body 
needs, and how to determine and correct deficiencies. The 
newly rewritten chapter on Water Balance by Dr. Louis G. 
Welt vastly simplifies this difficult but important aspect of 


W. B. SAUNDERS COMPANY e 


New (4th) Edition! Duncan’s 


DISEASES OF METABOLISM 


of the AMERICAN 
OSTEOPATHIC ASSOCIATION 


Left sternocostal syndrome 


Osteopathic and medical textbooks 


metabolic care. Undernutrition, an oftimes neglected subject 
is adequately covered—with special attention given to the 
various forms of undernutrition and remedial measures indi- 
cated. Protein Metabolism, Carbohydrate Metabolism, Lipid 
Metabolism, Mineral Metabolism, Gout, Porphyrin Metabolism 
are all covered in separate, detailed chapters. 


Hundreds of vital topics are covered such as: Relation of 
hormones to obesity, How to achieve optimum use of each 
of the eight different insulins, A simple bedside test to est- 
ablish diagnosis of diabetic coma, Influence of unsaturated 
fatty acids in lowering serum cholesterol, etc. 


You'll find this book is not only eminently practical for 
daily office use, but contains as well those basic considera- 
tions of metabolism upon which clinical use is based. 


Edited by GARFIELD G. DUNCAN, M.D., Professor of Medicine, University 
of Pennsylvania; With contributions by 22 Leading Authorities. 1104 pages, 
6144” x 10”, with 226 illustrations. $18.50. 

New!—Published March, 1959. 


West Washington Square, Philadelphia 5 
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inflammation 


ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief —with less intolerance. 


The analgesic and specific anti-inflammatory action of BUFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 
Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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after a coronary 
improve blood supply 


provide prolonged vasodilatation 


Improved blood flow to the myocardium, after a coronary thrombosis, promotes 
development of essential collateral circulation, thereby helping to repair damage. 
Peritrate, 20 mg. q.i.d., safely increases coronary blood supply without appreciably 
changing blood pressure or pulse rate. Its routine use in management of the post- 
coronary patient will provide safe, effective vasodilatation and prevent anginal attacks 
often encountered in the convalescent period. 


Peritrate mg. 


(Brand of pentaerythritol tetranitrate) 


MORRIS PLAINS, N. J. 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JoURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 
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the work of others, whether or not authors’ names are 
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article or book. For periodicals, the name, volume num- 
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required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 
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1. Photographs should be unmounted, untrimmed, glossy 
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2. Figure charts, tables which are to be engraved, and 
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quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front also must be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 
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Four weeks ago, Mrs. C. was an 
anxiety patient, complaining 

of weakness, trembling, sweating, 
: tachycardia, on the slightest 
exertion. Her symptoms followed family 
reverses; home life became disorganized, 
she couldn’t cope with housework. 
Therapy with TRILAFON, 4 mg. t.i.d., 
and a weekly office visit to discuss. 

her feelings have worked wonders in 
reactivating this patient. She’s on | : 
maintenance dosage now, 2 mg. t.i.d., ; 

able to work very well, and wide-awake 

and active all day long. 


mobilizes patients immobilized by anxiety 


perphenazine 

when you want to avoid drowsiness @ 
e helps the patient contain anxiety, tension : 
e restores normal working capacity 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 
TRILAFON REPETABS,® 8 mg.—4 mg. for prompt effect in the 
outer layer and 4 mg. for prolonged relief in the timed-action 


inner core; bottles of 30 and 100. 
For complete details on TRILAFON consult Schering literature. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERS# 
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NOW... 


AROUND -THE- CLOCK 
CONTROL OF APPETITE 


NEW 


ENDURETS 


A PROLONGED-ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 
by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 

is added to reliability in ENDURETS... 

a specially devised long-acting pharmaceutical form. 
Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 


PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS"""" 

Each ENDURET prolonged-action tablet contains 75 mg. of active principle. 
PRELUDIN® is also available as scored, square, 

pink tablets of 25 mg. for 2 to 3 times daily administration. 

Under-license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


GEIGY 


Ardsley, New York 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


Vor. 58, Aprit 1959 


@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 

Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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Until you provide 


GREATER RELIEF 


with longer-acting™ 
mm fe 

ads ii 
ovahistine & 
*A single dose provides relief for as long as 12 hours. : p 

Novahistine LPt combines the action of a mm on 
quick-acting sympathomimetic with an re c 
antihistaminic drug for a greater decon- . 
gestive effect. ; 
Each LP tablet contains: : v 
Phenylephrine hydrochloride...--- 20 mg. c 
Chlorprophenpyridamine maleate. 4 mg. a 
Supplied in bottles of 50 and 250 tablets. b 
t 


Usuai dose: Two tablets, morning and 
evening. For mild cases (and children), 
1 tablet. Occasional patients may require 


a third daily dose, which can be safely 
given. {Trademark 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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you’ve{ heard the Jquestion... 


i why “white’ 


Sometimes... you hear the question—why “white” 
bread? Why not whole wheat or a specialty loaf 
containing darker fractions of the wheat berry? 


There are reasons: 


First, most people eat ‘“‘white” bread, buns, 
biscuits and other products of enriched flour 
for the most compelling of all reasons. They 
like them. They prefer the appearance, flavor 
and texture of enriched products to whole 
wheat. 


Authorities consider enriched and whole wheat 
products to be nutritional equivalents in planning 
good diet. Enrichment adds niacin, riboflavin, thia- 
mine and iron to bread and flour without adding 
calories or cost. Enrichment is in large measure 
responsible. for the generous supplies of these 
nutrients in national diet. Made most frequently 
with milk or milk solids, today’s breadstuffs also 
contribute calcium as well. As for protein, the 
amino acid composition of all wheat products 
becomes complete and adequate when eaten—as 
they usually are—with proteins of animal origin. 

Which leaves only calories. And if you check 


ENRICHED ... 


and whole wheat flour 
foods are listed among 
the “Essential Four” food 
groups set up by the 
Bureav of Human Nutri- 
tion—U.S. Dept. of Agri- 
culture. Diet selected 
from these foods pro- 
vides ample protein, vi- 


why notiwhole wheat? 


bread? 


calorie tables, you will find breadstuffs among foods 
relatively low in caloric values, with insignificant 
differences between enriched and whole wheat. 
Other nutrients, for which Recommended Daily 
Dietary Allowances are specified by the National 
Research Council, are found in neither enriched 
nor whole wheat products—but come most easily 
from other foods in a balanced diet. Finally, no 
other one popular food contributes as much at so 
low a cost as breadstuffs. 


If you still ask, But why “white” bread? .. . then 
consider further: The absence of roughage in 
enriched bread enables sensitive digestive tracts to 
handle it without needless irritation. Since rough- 
age tends to speed the passage of food, there may 
be even more nourishment actually available in 
diet with enriched rather than whole wheat 
products. 


But in normal diet—eat either enriched or whole 
wheat, or both for variety, as you prefer. 


Citations in support of the above statements 
would fill several pages. If you still have questions 
of enriched versus whole wheat, may we send you 
a free copy of the authoritative booklet, “Role of 
Wheat and Wheat Products in Human Nutrition”? 
This reprint of an article from “Physiological 
Reviews” provides a broad over-view of the sub- 
ject. Please write or use the coupon. 


FREE*—USE COUPON OR SEND BLANK 


To: Wheat Four Institute 
309 West Jackson Bivd.; Chicago 6, Illinois 


Please send me for professional review the free booklet “Role of Wheat 
and Wheat Products in Human Nutrition’. (Please print.) 


Dept, JAOA 


tamins and minerals. — h NAME 

ADDRESS. 
Wheat Flour Institute ~ 
working for a. healthier America through nutrition 
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“THORAZINE* for a acute aleobolism 


controls nausea and vomiting —thus belting rehydration 


relieves anxiety and tension —thus reducing t the urge t to drink : ; 


SMITH. KLINE & FRENCH LABORATORIES 
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Rejection of forced feedings, including 
vitamin drops and liquids, begins at an early 
age as an expression of independence 

(“I don’t wanna’). 


Vitamins that you prescribe may be rejected by 
as much as 52% of the 2-9 year olds, according 
to recent studies. And this can be the age when 
vitamin supplementation is most desirable. : 


DELECTAVITES make available a new solid 
dosage form that can be chewed beginning at 
age two. Now you can go directly from drops 

to DELECTAVITES, Be certain of continuous and 
uninterrupted vitamin supplementation after 
infancy with DELECTAVITES. There’s nothing 
easier to give—children ask for them. 


rejection barrier 


(chocoiate-like vitamin-mineral nuggets) 


Vitamin B-6.... mg. 
Vitamin 8-12 Activity......3 mcg. 


FONG ACID 0.1 mg. 


tint. 


Bose: Only one chocolate De- 
lectavites nugget each 
day. Box of 30 (one 
month's supply), and 90 
{three months’ supply). 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 
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CLINICAL BRIEFS 
FOR MODERN PRACTICE 


How can the problem of “postchole- 
cystectomy syndrome’ be reduced? 


A “routine” operative cholangiogram is now recommended in addition to 
thorough surgical exploration, reducing the number of cholecystectomized 


patients later presenting the same symptoms as before the operation. 
Source: Vazquez, S. G.: J. Internat. Coll. Surgeons 28:394, 1957. 


for pre- and postoperative 


management of biliary D EC x 0 L| N° 
tract disorders... “therapeutic bile” 


Hydrocholeresis with DECHOLIN combats bile stasis by flushing the biliary tract 

with dilute, natural bile... 

* corrects excessive bile concentration 

* helps to thin gallbladder contents 

* benefits patients with chronic cholecystitis, noncalculous cholangitis, and 
biliary dyskinesia 


® 

in functional G.I. distress... D EC H TH) L I N 
with BELLADONNA 

reliable spasmolysis AMES 


¢ improved liver function Elkhart « Indiana 
Toronto * Canada 


available: DECHOLIN Tablets: (dehydrocholic acid, AMES) 3% gr. Ce ee 
(250 mg.). Bottles of 100, 500 and 1,000; drums of 5,000. 

DECHOLIN with Belladonna Tablets: (dehydrocholic acid, AMEs) 

3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 

Bottles of 100 and 500. 


Journat A.O.A. 
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lowering of blood, pressure for the hypertensive 
patiert wth Butiserpine® 
—its low content of reserpine (0.1 mg. per tablet or tea- 
spoonful) helps to control blood pressure without side 
effects, and its 15 mg. of BuTiIsoL soprum® butabarbital 
sodium induces calmness, reduces tension. 


Tablets —Elixir —Prestabs® Butiserpine R-A (Repeat Action Tablets). 


McNEIL 
LABORATORIES, INC. 


Philadelphia 32, Pa. 


THE HOUSE-CALL ANTIBIOTIC 


Wide range of action is reassuring when culture and sensitivity tests 
are impractical. 


Effectiveness demonstrated in more than 6,000,000 patients since 
original product introduction (1956). 


otentiated tetracycline capsules oral suspension pediatric drops 


with triacetylo oleandomycin 


125 mg. raspberry flavored, raspberry flavored, 
250 mg. 2 oz. bottle, 125 mg. 10 ce. bottle (with 
per teaspoonful (5 cc.) calibrated dropper), 
5 mg. per drop (100 mg. 
per cc.) 


REFERENCES: 1. Adams, J.: Advantages of combined tetracycline-oleandomycin therapy, in common infections, J. Tennessee M. Assoc. 50:446 
(Nov.) 1957. 2. hamibaeanas B.: Pulmonary abscess cured with antibiotics, Opuscula Medica, 2:8 (Oct.) 1957. 3. Anello, V. J., and Gerschenfeld, 
D. S.: Staphylococcal septicemia in a child: Treatment with a combination of oleandomycin and tetracycline, Dia med., B. Air. 30:1921 (July 28) 
1958. 4. Arneil, G. C.: Tetracycline-oleandomycin treatment of acute respiratory disease in childhood, paper read at Sixth Annual Symposium on 
Antibiotics, Washington, D. C., October 1958, to be published. 5 . Arrigoni, G.; Grignani, G. C., and Varesi, M.: A new antibiotic association in 
the treatment of urologic infections, Minerva med. 48:2701 (Aug. 25) 1957. 6. Baccaredda Boy, A., and Cappelli, E.: Clinical study of the activity 
of a new antibiotic preparation, Signemycin, in skin conditions of infectious (pyogenous) origin, Minerva med. 48:2690 (Aug. 25) 1957. 7. Berg- 
dahl, U.: Clinical experiences with a so-called double-spectrum antibiotic, Signemycin. Svenska Lakartidningen 55:1715, 1958. 8. Blundi, E.: Use 
of Signemycin in a chest clinic, to be published. 9. Bolognesi, C.: Preliminary results of the use of Signemycin in certain otorhinolaryngological 
infections due to pyogenic organisms, Minerva med. 48:2693 (Aug. 25) 1957. Bakteriologische in-vitro-versuche mit einer 
kombination von tetracyclin and oleandomycin (Signemycin). Praxis 26:579, 1957. Calvi, A.: Antibiotics in the therapy of influenza and its 
pulmonary complications, to be published. 12. Carter, C. H., and Maley, M. C.: ‘Apaticotian of tetracycline-oleandomycin in clinical practice, Anti- 
biotics Annual 1956-57, New York, Medical Encyclopedia, Inc., 1957, p. 51. 13. Castellanos, A.: Signemycin in pediatrics, to be published. 144. 
Chiappara, P.: A case of sepsis with multiple osteomyelitis treated with a new antibiotic, Minerva med. 48:2697 (Aug. 25) 1957. 15. Chiarenza, 
A.: Observations on the effects of Signemycin in nongonococcic urethritis, Minerva med. 48:2692 (Aug. 25) 1957. 16. Cimmino, A.: Boni, A., 
and Orsi, N.: Antibiotic activity of oleandomycin-tetracycline combination. Jn vitro study on 332 strains of Micrococcus pyogenes var. aureus clini- 
cally isolated. Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, pp. 708-715. 17. Cooper, J.; Sprogis, G. R.; Heinemann, 
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and Perry, A. W.: Acute staphylococcal endocarditis treated with tetracycline-oleandomycin successfully, Canad. M. Assoc. J. 77:699 (Oct.) 1957. 
20. Davis, W. G.: Report on tetracycline and oleandomycin used in combination. Clinical Review & Research Notes, /:21-23 (April) 1958. 21. 
DeRomana, J.; Zaldivar, C., and Falcone, F.: Actual therapeutic conduct in the treatment of ee ago paper read at Sixth Annual Symposium 
on Antibiotics, Washington, D. C., Oct. 1958, to be published. 22. Durrieu, C. A.; Rodriguez, J. B., and Petrella, E.: The use of ore 
tetracycline in buccal surgery, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. English, 
A. R.: McBride, T. J.; Van Halsema, G., and Carlozzi, M.: Biologic studies on PA-775, a combination of tetracycline and pena al with 
synergistic activity, Antib. & Chemo. 6: 511- 522 (Aug.) 1956. 24. Farah, L.: Some therapeutic indications of Signemycin, Medicina, Mex. 783:519 
(Nov.) 1957. 25. Faz Tabio, H.: Severe enterosepsis treated with Signemycin, Rev. cubana pediat. 29:3 (May) 1957. 26. Faz Tabio, H.: Signe- 
mycin in the treatment of certain diseases of the respiratory tract, Rev. cubana pediat., 30:219 (Apr.) 1958. 27. Febles, D., and Biderman, I.: 
Antibiotic management of acute infections in the obstetric patient, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 
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The combination antibiotic oleandomycin-tetracycline (Signemycin) in acute blennorrhagia, Dia med. B. Air. 30:570 (Apr. 3) 1958. 30. Florio, 
]., and Scoppetta, F. P.: Sigmamicina ed occlusione intestinale sperimentale, Bulletin med. & surg. soc., Pavia, 7/:1, 1957. 31. Foradori, M.: A 
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Influenza). Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 948. 51. Kraljevic, R.; Pearson, E., and Borgano, J. M.: 

Combined oleandomycin-tetracycline therapy in respiratory tract and other infections, to be published. 52. LaCaille. R. A., and Prigot, A.: 
Combinations of oleandomycin with oxytetracycline and tetracycline in soft-tissue infections, Antibiotics Annual 1956-1957. New York, Medical 
Encyclopedia, Inc., 1957, p. 67. 53. Levi, W. M., and Kredel, F. E.: A clinical trial of Signemycin, South Carolina M. J. 53:178 (May) 1957. 
54. Lewis, H. M.: Frumess, G. M., and Henschel, E. J.: Treatment of skin infections with tetracycline and oleandomycin, Rocky Mountain M. J. 
54:806 (Aug.) 1957. 55. Lopez, A. V., and Cohen, H. J: The clinical trial of a combination of tetracycline hydrochloride and oleandomycin (oral 
suspension) in the treatment of severe pulmonary infections in children, to be published. 56. Loughlin, E. H., and Mullin, W. G.: Combined anti- 
biotic therapy of tropical infections with Matroterra and Signemycin, Antibiotics Annual 1957-58, New York, Medical Encyclopedia, Inc., 1958, 
p. 698. 57. Loughlin, E..H., and Mullin, W. G.:' Combined antibiotic therapy of tropical infections with PA-765 and PA-775,: Antibiotics Annual 
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1956-57, New York, Medical Encyclopedia, Inc., 1957, p. 63. 58. McCloud, L. C.; Shidal, W., and Mulligan, J. L.: Clinical observations on infec- 
tions treated with a combination of tetracycline and oleandomycin, to be published. 59. McFadden, H. W., and Schelhart, D.: Comparison of the in 
vivo sensitivity of micrococci to oleandomycin, tetracycline and a combination of oleandomycin and tetracycline. Antibiotics Annual 1957-1958, New 
York, Medical Encyclopedia, Inc., 1958, pp. 514-519. 60. Manara, G., and Gasparetto, A.: The first clinical experience with water-soluble Signe- 
mycin, University of Padua, Minerva chirurgica /3:535 (May 15) 1958. 61. Medina Morales, F.: The combination of tetracycline-oleandomycin 
(Signemycin) in the postoperative treatment of three cases of pulmonary resection, Medicina, Mex. 800:347, 1958. 62. Mehra, B. K.: Combating 
the resistant staphylococci, Current Med. Pract. /:326-328 (May) 1957. 63. Mendiola, R.; Naranjo, R., and Briseno, F.: New contributions to 
the treatment of tuberculosis, Medicina, Mex. 37:269 (June 25) 1957. 64. Mendoza Diez, J.: Treatment of osteomyelitis with Signemycin, Thesis, 
Universidad Nacional Mayor de San Marcos, Facultad de Medicina, Lima, Peru, 1957. 65. Moggian, G.: Preliminary results of a new antibiotic 
association in obstetrics and gynecology, Minerva med. 48:2648 (Aug. 25) 1958. 66. Molineilli, E. A.; Vera Barros, E., and Ithurralde, D.: 
Tetracycline-oleandomycin in human brucellosis therapy, Antibiotics Annual 1957-58, New York, Medical Encyclopedia, Inc., 1958, pp. 692-697. 
67. Montilli, G., and Avellino, M.: Experienze con una nuova associazione di antibiotici (tetraciclina ed oleandomicina) in terapia dermatologica, 
Dermatologia 9:3, 1958. 68. Morador, J. L., and Morador, S.: Cause, prevention and treatment of staphyiococcal infection in hospitals, paper 
read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 69. Morador, J. L., and Tate, L. S.: Treatment of 
52 cases of infections caused by coagulase-positive staphylococci with a combination of oleandomycin and tetracycline, Antibiotics Annual 1957-58, 
New York, Medical Encyclopedia, Inc., 1958, pp. 702-707. 70. Morador, J. L., and Tate, L. S.: The treatment of anorectal infections with Signe- 
mycin, An. Ateneo Clin. Quirur. 7:52 (Jan.) 1958. 71. Morel, A. S.: Surgical infections: a guide to therapy, Clinical Review & Research Notes 
7:18-21 (July) 1958. 72. Morey, G. S.: Infections in nursing babies due to Pseudomonas aeruginosa (B. pyocyaneus) alone or associated with other 
organisms, Rev. Hosp. nino, 72:3, 1958. 73. Oates, J. K.: Trial of Signemycin in non-specific urethritis, Brit. J. Vener. Dis. 34:38. 1958. 
74. O’Herlihy, F. C.: A clinical trial with Signemycin, Medical Press (London), p. 897 (Sept. 17) 1958. 75. Olmer, J., and Casanova, P.: Therapeutic 
notes: Clinical trials of Signemycin in the treatment of 59 patients, Semaine hop. Paris, Vol. 34, no. 2 (Feb.) 1958. 76. Ottolenghi, C. E.; Frigerio, 
E. R., and Soto Jimenez, D.: Combined antibiotic therapy in 35 cases of osteomyelitis, Bol. y trab., Soc. cir. Buenos Aires, 41:739, 1957. 
77. Pagola, J. G.; Benavides, L., and Heredia, A.: An evaluation of tetracycline-oleandomycin in the treatment of epidemic typhus, paper read 
at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 78. Pavone, M.; Anello, A., and Macaluso, M. P.: 
Signemycin in the therapy of infections of urinary passages, to be published. 79. Perez Villasante, G.: Postoperative treatment of the ear cavity, 
An. Soc. Mexico de Otorinolaringologia, No. 34-35:175 (May-Aug.) 1957. 80. Prokop, O.: On the question of staphylococcus infections resistant to 
therapy, Der Praktische Arzt, 12:145 (Feb. 15) 1958. 81. Quarti, M.: Efficacy of the association of oleandomycin and tetracycline in staphylo- 
coccal infections, Aggiornamento Pediatrico, 8:11, 1957. 82. Quirno, N.; FukeIman, R., and Achaval, M.: Treatment with oleandomycin-tetracycline 
of infections observed in clinical practice, Dia med. 30:2938 (Nov. 17) 1958. 83. Ragazzini, F.; Moggi, P., and Acocella, M.: First clinical 
applications of Signemycin in pediatrics, Minerva med. 48:2667 (Aug. 25) 1957. 84. Randig, K.: Some experiences with Signemycin, Deutsches 
med. J. 8:447 (Aug. 15) 1957. 85. Rebelledo, L. M., and Heredia, D. J.: Further clinical studies of an association of tetracycline and oleandomycin 
in the treatment of various infections, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 
86. Rentchnick, P.: A combination of broad-spectrum antibiotics, Medecine et Hygiene, 379:562 (Nov. 30) 1957. 87. Revelli, E., and Durando, 
C.: Treatment of the nonspecific inflammatory component of tuberculosis of the female genital organs, Minerva med. 48:2658 (Aug. 25) 1957. 
88. Rivera, J. A.; Brame, R. E., and Osborne, D.: Sensitivity of Micrococcus pyogenes from burned patients to the action of oleandomycin. The 
emergence of resistance to this antibiotic, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 
89. Rondanelli, E. G.: The therapeutic problem of orchitis by parotitic virus, Institute of General Clinical Medicine and Medical Therapy of the 
University of Pavia, Bulletin med. & surg. soc., Pavia, 7/:1, 1957. 90. Saavedra Amaro, S., and Lopez Zepeda, L.: Comprobacion clinica de la 
Signemycin en el tratamiento de infecciones diversas, to be published in Medicina, Mex. 91. Sanchez Creus, P,: Los antibioticos de indicaciones 
limitadas, Rev. clin. espan. 69:378 (June 30) 1958. 92. Sangiuolo, F.: Therapeutic action of the tetracycline-oleandomycin (Signemycin) associa- 
tion, Minerva med. 48:2679 (Aug. 25) 1957. 93. Santas, A. A.; Ganora, H. M., and Brea, C. M.: Antibiotic prophylaxis in thoracic surgery, 
paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 1958, to be published. 94. Schenone, H.: Genitourinary infections 
treated with the antibiotic combination tetracycline and oleandomycin, paper read at Sixth Annual Symposium on Antibiotics, Washington, D. C., 
Oct. 1958, to be published. 95. Shubin, H.: Clinical evaluation of combined chemotherapy, oleandomycin and tetracycline, Antibiotic M. 4:174 
(March) 1957. 96. Signer, A., and Vinci, G. G.: Signemycin in the healing of wounds, Arch. Societa Med-Chirurg. Messina, Vol. II, 1957. 
97. Smazal, S. F., and Crowley, P. J.: Routine use of the antibiotics tetracycline and oleandomycin in combination for the treatment of infections 
represented in an unselected series of general office patients, to be published. 98. Steinman, E.: Trial of an antibiotic combination as a routine 
ngent for treatment of infections in office practice, to be published. 99, Stritzler, C., and Frank, L.: Significance of the response of acne vulgaris to 
antibiotics, Antibiotic M. 5:109 (Feb.) 1958. 100. Talbot, J. R.: Experience with an antibiotic combination (tetracycline-oleandomycin) used routinely 
for anti-infective therapy in an office practice, Wisconsin M. J. 57:237-238 (June) 1958. 101. Tato, J. M.; Galli, L. A.; Rechniewski, C.; Arauz, 
S.; Games, J.; Bello, J.; de Sebastian, G., and Bergaglio, O.: Treatment of chronic sinusitis with a combination of oleandomycin and tetracycline, 
Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 675. 102. Willcox, R. R.: Tetracycline and oleandomycin in com- 
bination in nongonococcal urethritis, Antibiotics Annual 1957-58, New York, Medical Encyclopedia, Inc., 1958, p. 672. 103. Willcox, R. R.: The 
treatment of nongonococcal urethritis with tetracycline and oleandomycin in combination (Signemycin), Medical Press (London) (Dec. 11) 1957. 
104. Willemot, J. P., et al.: Signemycin in the treatment of pulmonary infections, Bruxelles med. 38:1026 (June 22) 1958. 105. Winton, S. S., and 
Chesrow, E. J.: A clinical study of combined chemothérapy. Antibiotics Annual 1956-57, New York, Medical Encyclopedia, Inc., 1957, p. 55. 
106. Wittmoser, R.: Hospitalismus, Chirurgische Praxis, 3:281 (Sept.) 1957. 107. Zaldivar, C. G., and Falcone, F.: Preliminary results in osteo- 
myelitis with tetracycline and the phosphate of oleandomycin (Signemycin), Rev. Hosp. nino 78:151 (June) 1957. 108. Zaldivar, C. G.: Complicated 
forms of chronic osteomyelitis, Rev. Hosp. nino 72:315 (Dec.) 1957. 
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NEW THERAPEUTIC CHEMICAL 


DIMENSION 
IN THE 
TREATMENT OF CONSTIPATION 


DOXIDAN 


The Surfactant Laxative 


“Ideal” laxative therapy has now been made possible by the application of a new principle based 
on the double surfactancy of the new therapeutic chemical, calcium bis-(dioctyl sulfosuccinate). 


Doxidan provides positive, reliable laxative action with: 


® Greatly reduced laxative dosage and optimal surfactancy. 

® The least possible disturbance of normal body physiology. 

® Freedom from the discomfort of bowel distention. 

® Freedom from “oily leakage” and interference with vitamin absorption. 

® Freedom from pain and “cramping.” 

® Greatly reduced risk of laxative habituation. 
No longer is a “cathartic flush” needed to expel a hardened resistant fecal mass. Instead, once 
calcium bis-(dioctyl sulfosuccinate) has rendered the mass malleable and mobile, a gentle peri- 
staltic stimulant is all that is needed to correct bowel dysfunction. . J 

Doxidan is a true synergistic combination of calcium bis-(dioctyl sulfosuccinate), the ; 
new surfactant fecal softener, and Danthron, a mild peristaltic stimulant which acts solely in 
the lower bowel. 

This new dimension in treatment (Doxidan therapy) results in soft, “normal” stools 
gently stimulated to evacuation. 

Each maroon soft gelatin capsule contains 50 mg. Danthron (1,8-dihydroxyanthraquinone) 
and 60 mg. calcium bis-(dioctyl sulfosuccinate). 
dosage: For adults and children over 12, one or two capsules. For children, age 6 to 12, one capsule. 
Give at bedtime for 2 or 3 days or until bowel movements are normal. 
supplied: Bottles of 30 and 100 soft gelatin capsules. 


| LLOYD BROTHERS, inc. | CINCINNATI 3, OHIO 
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Trancopal 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 


... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 
quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new orally administered 
nonhypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of 
musculoskeletal and neurologic conditions 
and also exerts a marked tranquilizing effect 
in anxiety and tension states. 


Unrelated chemically to any other drug in 
current use, Trancopal offers a completely new 
major chemical contribution to therapeutics. 


Va IN 


fi Chlormezanone: 2-(4-chlorophenyl)-3- 
methyl-4-metathi 1-dioxide 


4 es 
Trancopal may change your prescription ee 
= 
habits when treating musculoskeletal and oes 
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Comparison with 3 widely used central relaxants 


When compared with three widely used central relaxants for activity, safety and clinical effectiveness, 
Trancopal offers definite desirable advantages. 


for activity 
In the usual human dose, Trancopal is four to ten 
TRANCOPAL Meprobamate Zoxazolamine — Methocarbamol times as potent per milligram. 


Mice=LD.,, 


Safety Ratio = 
Usual Human Dose 


for safety 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe or up to 
thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


TRANCOPAL Meprobamate Zoxazolamine Methocarbamol 


for clinical effectiveness 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of the 40 
patients received all four drugs in random rota- 
tion for several days. Although each of the four 

eatin ses Smee gave some relief, only the one providing the most 
TRANCOPAL Meprobamate = Methocarbamol Zoxazolamine effective relief was recorded. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Cooperative Study, Department of Medical Research, Winthrop Laboratories. - 2. Gans, S.E.: To 
be published. + 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 


the first true tranquilaxant ‘sides 
MUSCLE RELAXANT 
(0) al ..-Equally effective asa 
TRANQUILIZER 


Trancopal (brand of chlormezanone) and Caplets, (| )uithnop Laboratories New York 18, New York 


trademarks reg. U.S. Pat. Off. Printed in U. S. A. 3-59 (4027) 


at 


27) 


Specific Antihistaminic Effect 
reduces—erythema, excoriation 
and extent of lesions'“ 


Recommended Oral Dosage: 
50 mg. q.i.d. initially; adjust according to 
individual response. 


References: 1. Feinberg, A. R., et al.: J. Allergy 
29 :358 (July) 1958. 2. Eisenberg, B. C., Clinical 
Medicine 5:897-904 (July) 1958. 3. Robinson, 
H. M., et al.: J.A.M.A. 161:604-606 (June 16) 
1958. 4. Robinson, H. H., et al.: So. Med. J. 
50 :1282 (Oct.) 1957. 


*Trademark 


tas designated by the A.M.A. Council On Drugs, 1958 


Psychotherapeutic Potency 
relieves—tension, anxiety 
and itching.'* 


Supplied as: 

Vistaril Capsules—25 mg., 50 mg., 100 mg. 
Vistaril Parenteral Solution—10 cc. vials 
and 2 cc. Steraject® Cartridges, each cc. 
containing 25 mg. hydroxyzine (as the HCl) 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap-~ 


sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...”? 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


A-22 


(phenylbutazone ceicy) 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”2 Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”2 Spondylitis: All patients 
“,..experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“,..8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (phenyl- 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone ceicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methylibro- 
mide, 1.25 mg. 
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The picture of health—no “angina problem” 


(2 years post-infarct) 


...on Metamine Sustained, b.i.d. 


When anginal episodes persist in spite of E.C.G. 
evidence of ‘good recovery” from myocardial 
infarction, METAMINE SUSTAINED provides ideal 
protective medication. In fact, METAMINE 
SUSTAINED protects many patients refractory to 
other cardiac nitrates,? reducing the number and 
severity of anginal attacks, or eliminating them 
entirely. Dosage is easy to remember: “1 tablet 
on arising, and 1 before the evening meal.” 

Each tablet of METAMINE SUSTAINED slowly releases 
10 mg. of aminotrate phosphate (LEEMING), the 
long-acting coronary vasodilator virtually free of 


1, Eisfelder, H.W.: Case history 4/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


nitrate side effects (nausea, headache, hypotension) .? 
And, when you prescribe METAMINE SUSTAINED 
your angina patient will need less nitroglycerin 
and thus remain fully responsive to that vital 
emergency medication. 


Supplied : bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE(2mg.) ; METAMINE(2mg.) WITH 
BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 
mg.) SUSTAINED WITH RESERPINE (0.1 mg.). 


Shes. Looming ¢ Ce New York 17. 


1 tablet 
all night 


= 


management 


of constipation 


ty! sodium sulfosuccinate,.100 mg.)* 


i 
D © R B, N E 
h, overnight action no gr well tolerated, non-habituating- 
WHERE STOOL SOFTENING IS ALSO INDICATED © 
{Dorbane, 50 mg. +- dioc 
 (Dorbane, 25 rfig. + dioctyl sodium sulfosuccinate 


Hollister 


“First the ‘pause for 
patient identification 
and then the medication.” 


Ident-A-Band, the original, 


the positive all-patient, on-patient identification 


Just a glance . .. a short “pause for patient identification.” 
But a long step away from medication-errors. In hospital 
after hospital, the risk of liability due to errors went down 
when Ident-A-Band went in. Only Ident-A-Band is sealed 
... Sealed so sure that the band must be destroyed to remove 
it. Can't be replaced or switched to another patient. That's 
why the risk of liability goes down when the Ident-A-Band 
system goes in. 


Hollis fer Cail C. Hollister Company, 833 North Orleans St., Chicago 10, Illinois 
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The Ident-A-Band bears your hospital name, and the in- 
sert card has space for all the information you may want 
to include. The non-irritating, skin-soft band assures pa- 
tients that you are thinking of their comfort as well as 
their safety. In addition to its original positive seal, Ident- 
A-Band now offers two new finger-pressure seals, thus 
meeting every need of every department. Write for samples, 
prices and complete information. 
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HIGHLIGHTS FROM THE A.M.A. COUNCIL ON DRUGS 
REPORT ON TRIAMCINOLONE 


J.A.M.A. 169:257 (January 17) 1959. 


“Tt [triamcinolone] has an anti-inflammatory potency greater than an equal amount 


of prednisolone; i.e., comparable suppressive effects may usually be achieved with 


lower doses of triamcinolone than with prednisolone.” 


“Triamcinolone lacks the sodivm-retaining and edema-producing effects of most 
other glucocorticoids. During the first several days of administration, it may cause 
aloss of sodium from the body; an initial mild diuretic action is frequently observed, 
whether the patient is frankly edematous or not. This is in contrast to the definite 
sodium-retaining and fluid-retaining properties of cortisone and hydrocortisone 


and to a much lesser extent with prednisone and prednisolone.” 


“Except in exceedingly large doses, triamcinolone apparently has no consistent 
effect on potassium excretion. Hence, neither sodium restriction nor potassium 


supplementation is ordinarily required during therapy with this agent.” 


“As with other glucocorticoids, the long-term administration of triamcinolone 
results in definite catabolic effects, as indicated by impairment of carbohydrate 
utilization and negative protein and calcium balance. This catabolic effect, coupled 
with a lack of appetite stimulation which is apparently peculiar to triamcinolone, 
may produce weight loss that might be undesirable in some patients treated for 


long periods of time.” 


“..the voracious appetite, with weight gain and euphoria, characteristic of other 


steroids, is not seen with administration of triamcinolone.” 


“Triamcinolone has been used for the management of a wide variety of clinical 
conditions usually considered amenable to systemic steroid therapy. These have 
included rheumatoid arthritis and other collagen diseases, allergic and dermato- 
logical disorders, certain leukemias and malignant lymphomas, the. nephrotic 
syndrome, pulmonary emphysema and fibrosis, acute bursitis, rheumatic fever, 
and certain blood dyscrasias. Although clinical experience with the drug in some 
of the foregoing conditions is not extensive, the many similarities in action between 
triamcinolone and other potent glucocorticoids would indicate a usefulness for 


triamcinolone akin to that of other agents of this class.” 
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“There is some evidence that triamcinolone is more effective at a smaller dosage 
than are other steroids in controlling both the skin and joint lesions in psoriasis, 


whether or not complicated by arthropathy.” 


“Triamcinolone appears to compare favorably with other steroids for use in those 


situations in which edema and sodium retention have been complicating problems.” 


“Tt [triamcinolone] may also be the steroid of choice for patients in whom psychic 


stimulation, euphoria, voracious appetite, and weight gain should be avoided.” 


‘...the drug [triamcinolone| does produce the other side effects and untoward 
reactions common to the glucocorticoids. At therapeutically equivalent doses, the 
frequency and severity of clinical manifestations of hyperadrenalism — rounding 
of the face, fat deposition, and hirsutism — are essentially the same. Likewise, 
there is little indication that the relative incidence of osteoporosis is materially 


decreased after the long-term use of the drug.” 


“Triamcinolone apparently does not cause the euphoria sometimes seen with 
other steroids, and the occurrence of mental depressions is uncommon.” 
“Current evidence suggests that the drug [triamcinolone| may not produce as 


high an incidence of peptic ulcer as do other steroids.” 
“Cutaneous erythema seems to be a side effect peculiar to triamcinolone.” 
“The usual contraindications and precautions of glucocorticoid therapy should be 


followed in the use of triamcinolone, keeping in mind that prolonged therapy 


with this drug will suppress the function of the patient’s own adrenals by inter- 


fering with the pituitary-adrenal axis.” 


Triamcinolone LEDERLE 


Supplied: 1 mg. scored tablets (yellow) 
2 mg. scored tablets (pink) 
4 mg. scored tablets (white) 


Geers) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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NOW-—YOU CAN GET THE 
UNSURPASSED ADVANTAGES 
OF ARISTOCORT 

IN SALICYLATE 


COMBINATION 


Aristogesic combines the anti-inflammatory effects of Aristocort® Triamcinolone 
with the analgesic action of a most potent salicylate. This means that the dosage 
of each is substantially lower than that ordinarily required for each agent alone. 
With Aristogesic the physician has exceptionally wide latitude in adjusting the 
dosage to the lowest effective level. 


The possibility of gastric distress from either salicylamide or corticosteroid is 
minimized because of lower dosage required. This is further reduced by the 
buffer action of aluminum hydroxide. And the ascorbic acid helps meet the 
increased need for this vitamin in stress conditions. Because of the low dosage, 
side effects with Aristogesic have been relatively infrequent and minor in nature. 
However, more serious side effects have traditionally been observed on all 
corticosteroid therapy. Patients on long-term Aristogesic therapy should, 
therefore, be observed carefully. 
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Steroid—Analgesic Compound LEDERLE 


for relief of chronic—but less severe pain of rheumatic origin 


Indications: Mild cases of 
rheumatoid arthritis, tenosynovitis, 
synovitis, bursitis, mild spondylitis, 
myositis, fibrositis, neuritis and 
certain muscular strains. 


Dosage: Average initial dosage: 
2 capsules 3 or 4 times daily. 
Maintenance dosage to be 
adjusted according to response. 


Each Aristogesic Capsule contains: 
ARISTOCORT® Triamcinolone 


Salicylamide . . . .325 mg. 
Aluminum Hydroxide . . 75 mg. 
Ascorbic Acid ..... 20 mg. 


Supply: Bottles of 100. 


Collagen tissue (x250) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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now— 
the unsurpassed advantages of Aristocort 


topical form 
equivalent potency of hydrocortisone topically 


with only one-tenth of the steroid required. 
This means you can prescribe 
unsurpassed 
topical therapy... 


for 
more patients... 


with 
great security 


LEDERLE LABORATORIES) 4 
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the great variety of inflammnmatory skin conditions seen daily in office and clinic 


ARISTOCORT CREAM is highly effective on application of only very 
small quantities to affected areas. This new form of ARISTOCORT 
is more potent than conventional corticosteroids (studies show it 
to have 10 times the potency of hydrocortisone). Yet ARISTOCORT 
CREAM does not cause sodium and water retention, rarely 
causes sensitization or irritation, and is cosmetically acceptable. 


Triamcinolone Acetonide 0.1% LEDERLE 


PATIENTS PREFER ARISTOCORT CREAM 


Blau and Kanof! found that of 21 patients with 
pruritic dermatoses treated with ARISTOCORT CREAM, 
19 showed “good” to “marked” improvement. In 
paired comparison studies, 7 of 11 patients 
responded better to ARISTOCORT CREAM 0.1% than 
to hydrocortisone cream 1%, while 4 showed equal 
improvement with these two preparations. There 
was no primary irritation or allergic sensitization 
with ARISTOCORT CREAM. 


Orentreich? made a double-blind study of 71 
patients with a variety of dermatoses treated with 
ARISTOCORT CREAM 0.1% and 1% hydrocortisone 
acetate cream. Twenty-eight per cent of the patients 
preferred ARISTOCORT CREAM to the hydrocortisone 
cream, 68% found both creams equally effective, 
while only 4% preferred hydrocortisone. 


Callaway*, in a comparison study of 62 patients 
with various dermatoses treated with ARISTOCORT 
CREAM and hydrocortisone, concluded that 
ARISTOCORT CREAM 0.1% is as effective as 1% 
hydrocortisone in comparable conditions. “In no 
instance have we seen any evidence of sensitization 
develop and in no patient has there been any 
evidence of primary irritation.”” He describes 
ARISTOCORT CREAM as “a welcome addition to our 
dermatological armamentarium.” 


Robinson‘ also reported that 0.1% triamcinolone 
acetonide in a water-miscible base was at least as 
effective as 1% hydrocortisone in an identical base. 
He found it significant that of 40 patients in this 
comparison study, 12 preferred triamcinolone ace- 
tonide to hydrocortisone while only 3 preferred 
hydrocortisone. 


Indications: Atopic dermatitis, eczematous derma- 
titis, nummular eczema, contact dermatitis, pruritus 
vulvae and ani, generalized erythrodermia, external 
otitis, seborrheic dermatitis, eczematized psoriasis, 
neurodermatitis, eczematized mycotic dermatitis. 


Dosage: ARISTOCORT CREAM should be applied in 
small quantities to the affected areas three or four 
times daily. 


ARISTOCORT CREAM contains: Triamcinolone aceto- 
nide 0.1% as the active ingredient; 0.16% meth- 
ylparaben and 0.04% propylparaben as preserva- 
tives; and, in a water base, glyceryl monostearate, 
squalene, polysorbate 80, spermaceti, stearyl alco- 
hol and sorbitol. 


Supply: 5 Gm. and 15 Gm. tubes. 


References: 1, Blau, S., and Kanof, N. B.: Clinical Report, cited by 
permission. 2, Orentreich, N.: Clinical Report, cited by permission. 
3. Callaway, J. L.: Clinical Report, cited by permission. 4. Robinson, 
R. C. V.: Bull. School Med. Univ. Maryland, 43:54, July 1958. 
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athlete’s foot 
it’s a family problem... 
except for me 


; 


Athlete’s Foot— one of the most prevalent 
and troublesome fungus infections today — is 
estimated to affect 90% of the population at one 
time or another. Desenex, containing the 
unsaturated fatty acid, undecylenic acid, has 
proved to be one of the most potent antimycotic 
agents known for effective treatment 

of superficial fungus infections. 

Night and Day Treatment 

At Night — Desenex Ointment (zincundecate) 

—1 oz. tubes. During the Day — Desenex 
Powder (zincundecate) — 11 oz. container. 
Also — Desenex Solution (undecylenic acid)— 

2 fi. oz. bottles. In Otomycosis — Desenex 


FOR ATHLETE’S FOOT 


fast relief from itching 
Solution or Ointment. prompt antimycotic action 


continuing prophylaxis 
Write for samples 


MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. * Belleville 9, N. J. p0-91 


Journat A.U.A. 


free ’round-the-clock . . . effectively, safely and at moderate cost. 


TEDRAL 


the dependable antiasthmatic 


Dosage: | or 2 Tedral 
tablets q.4.h. plus 1 or 2 
Enteric Coated 

(delayed action) with the 
regular dosage at bedtime. 


no asthma symptomsS— In asthma, Tedral prevents bron- 


chial constriction and mucous congestion . . . promotes normal breathing . . . 
permits greater activity. Rely on Tedral to keep your asthma patients symptom- 


MORRIS PLAINS. 


: 
4 


ULCER CONTROL 


NEW 


TABLETS 


oxyphencyclimine hydrochloride 


all night 


patient comfort 


Consistently prolonged anticholinergic action is a natural advantage resulting from the unique 
chemical structure of DARICON. This agent does not depend on the inconsistent effectiveness of special 
coatings or adsorption on ion-exchange resin. Outstandingly potent, prolonged and well tolerated 


anticholinergic action is inherent in the DARICON molecule. 
In addition to peptic ulcer, DARICON is also indicated for other gastrointestinal disorders characterized by 
hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome, chronic nonspecific ulcerative 


colitis and biliary tract disease). 
Dosage: 10 mg. b.i.d. (morning and evening). Supply: Tablets, 10 mg., white, scored. Bottles of 60 and 500. 


* Trademark 


tfizer) Science for the world’s well-being 
PFIZER LABORATORIES 


EVEN REFRACTORY CASES RESPOND 


JourNnaL A.O.A, 


dramatic results: 
acute asthma... 
left ventricular failure 


\ (Solution of Theophylline Monoethanolamine, Fleet) 
Disposable Rectal Unit 


Rectally administered Clysmathane (Solu- 
tion of Theophylline Monoethanolamine, 
Fleet) is quickly @psorbed by the mferior 
hemorrhoidal veins... delivers adequate 
‘blood levels rapidly and minimizes certain 
side effects asseciated with oral or paren- 
administration.* 
Designed for self-administration, the 
‘ : Clysmathane Disposable Rectal Unit is 
ready-to-use... contents are easily retained 
_.. there is little or no. irritation of rectal 
mucosa even after repeated 


Available: PRESCRIPTION PACKAGE of six 
single doses. Each unit contains 0.625 Gm. the- 
ophylline monoethanolamine. Indications: For 
relief of symptoms of acute or chronic asthma 
and left ventricular failure . .. as directed. 


References: 1, Ridolfo, A. S. and Kohistaedt, K. G.: 
“A simplified method for rectal administration of theo- 


. phylline,” to be published. 2, Hoobier, S., Personal 
Communications. 


~ 


Literature on request 


Cc. B. FLEET COMPANY, INC., Lynchburg, Virginia 
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A notable advance in topical 
therapy of psoriasis: K eratin- 
dispersing action;’ stimulation of 
healing. 


Successful results ranging to 
complete clearing obtained** 
in patients with: m= scalp-to-toe pso- 
riasis # psoriasis of many years’ 
duration # psoriasis involving ten- 
der areas. 


Treatment-fastness has not 
occurred 


Safety: Avoids potential hazards of 
other therapies—mercury, arsenic, 
corticosteroids, x-rays. 


A noteworthy advance cosmet- 
ically: Nongreasy, nonstaining; 


LOTION 


vanishes on application to the skin. 
May be used freely on the scalp. 


Application: Rub thoroughly 
into lesions 2 to 4 times daily. In 
eases of long duration, initial re- 
sponse may take several weeks. 
Often, in obstinate cases, hot baths 
before applications hasten response. 
Maintenance: Apply 2 or 3 times 
weekly, or daily if necessary. 


Formula: Allantoin 2% and special coal 
tar extract 5% in a lotion base. 
Supplied: Bottles of 8 fi. oz. 

(1) Flesch, P.: Reported Conf. N. Y. Acad 
and Saltzman, J. A.: Clin. Med. 5:485 (Apr.) 


958. (3) Bleiberg, J. : Reported Conf. 3 
Sciences May 9. _ (In Press). (4) Clyman, 8. G.: 


CARNRICK | Jersey City 6,N.J. 


Journat A.O.A. 


new freedom 
from embarrassment 
Gdistressor 
psoriasis | 
N. Y¥. Academy Sciences May 9, 1958 (In Press). 


Satisfactory modification of the mani- 


festations of abnormal brain activity is 


often achieved with individual psycho- 
ys acting on a single sector of the brain. 
In many patients, however, and despite high dos- 
ages, or change to another agent, response is only 
partial and is associated with lethargy and other 
more undesirable by-effects. Investigators have 
postulated that agents which will simultaneously 
alter the activity of more than one sector of .the 
brain might produce a more satisfactory modifi- 
cation of undesirable emotional and behavioral 
patterns, thereby promoting a greatly improved 
total patient-response. To test this theory investi- 
gators recently have administered a low dosage of 
promazine, a phenothiazine, with a low dosage of 
meprobamate. The enhanced beneficial response 


elicited by this low-dosage dual attack is provided 


by Prozine and warrants your consideration. 


‘ 
Sig 
= 
che 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL tHroucH DUAL ACTION 


PROZINE controls anxiety and tension as well as motor 
excitability. This effect on the components of emotional reaction is possible 
because of the dual sites of action of ProzinE—the thalamic and hypothal- 
amic areas of the brain. The unique dual action of ProzinE enables the 
physician to exert more specific control of emotionally disturbed patients. 
PROZINE is indicated in patients with a primary emotional disturbance, 
in patients with emotional disturbance unrelated to their organic disease, 
and in patients emotionally disturbed by primary organic disease. 

PROZINE controls moderate to severe 
emotional disturbance manifested by apprehension and agitation, insomnia, 
depression, nausea and vomiting, gastrointestinal disturbances, alcoholism, 
menopausal symptoms, or premenstrual tension. 

PROZINE in the recommended dosage (1 or 2 capsules, 3 or 4 times daily) 
produces more specific control than is obtainable with high doses of other 


ataractic agents. The benefits of a low-dosage regimen are unmistakable. 


*Trademark 


ZINE 

PRO 


SIMULTANEOUS ACTION 
of two psychotropic drugs, 
affecting two areas 


of the brain, produces 
mre SPECIFIC CONTROL 


in emotionally disturbed patients on PROZINE the dose re- 
Chue— quired is diminished to the point where the incidence of 
side-effects and toxicity reactions is minimal and the 
patient is calm, tranquil, and amenable to additional 
therapy, whether it be educational, medical, or psychiatric. 


ROZI 


IN 

al- 
he 
ts. 
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SPECIFIC CONTROL tHroucH DUAL ACTION 


CAPSULES 


SUPPLIED: 


The physician will see many applications for PROZINE in 
his day to day practice, particularly in overly apprehen- 
sive medical patients (including surgical and obstetrical 
cases) and in the management of emotional problems of 
children, adolescents and the aged; also in emotionally 
disturbed patients who receive little or no relief from 
analgesics, barbiturates, anticholinergics, antihyperten- 
sives, hormones (estrogens and corticoids). The dosages 


of these drugs may be dramatically reduced. 


PROZINE—Bottles of 50 capsules. Each green and white 
capsule contains 200 mg. meprobamate and 25 mg. 
promazine hydrochloride. 


Comprehensive literature ts available 


® 
Philadelphia 1, Pa. 


| | 
q = 


In clinical use for more than 12 years and today the most widely prescribed 
single topical antibacterial, Furacin—like other nitrofurans—remains effec- 
tive against pathogens which have developed, or are proné to develop, 
resistance to other antibacterial agents. There has been no evidence that 

originally sensitive strains of staphylococci or other bacteria iese their 
in any; significant degree. 


Available as Soluble Soluble Powder, or Solution. Also. in vaginal 
Urethral Suppositories and in special formulations for eye, ear and nose. 


one of the unique nitrofurans— products of Eaton research 
Eaton Laboratories, Norwich, New York 


*Conservative estimate based on combined use of all FURACIN preparations since 1945. ic Ai! 
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a “chemical fence” for the alcoholic 


“ANTABUSE” helps the patient resist his compulsive craving for alcohol. With one dose a day 
he finds he cannot tolerate alcohol without experiencing extreme discomfort. By keeping the 


patient away from alcohol, “ANTABUSE” serves as a valuable adjunct to psychotherapeutic 
measures for the correction of underlying personality disorders. 


“Antabuse,” brand of DISULFIRAM (tetraethyithiuram disul- 
fide), is supplied in 0.5 Gm. tablets (scored), bottles of 50 AYERST LABORATORIES 


and 1,000. Complete information available on request. New York 16, N.Y. » Montreal, Canada 
5906 


Journat A.O.A, 


‘ 
“A man NOt on Antabuse 
Who is fighting the Urge to 
a rink May have to Choose 
a times day, While the \ 
Man on Antabuse Makes 
; *Fox, R.: New York Meg, 
4 


Postpartum pain 
Episiotomy 

Dilatation and curettage 
Vaginal surgery 
Hysterectomy 

Breast engorgement 
Postspinal cephalalgia 


in 

Ethoheptazine Citrate with Acetyisalicylic Acid, Wyeth 

After using ZACTIRIN in 92 obstetrical and postsurgical gynecological patients, Roden and 
Haugen! conclude from the patients’ own reports: Jn obstetrical patients—*an effective anal- 
gesic for the usual types of pain occurring during the postpartum period.” Jn gynecological pa- 
tients—‘‘satisfactorily relieves mild or moderate postoperative pain occurring as the result of 


major and minor surgical procedures.”’ Side-effects—‘‘infrequent and mild and did not necessi- 
tate discontinuing use.” ; 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of ethoheptazine citrate and 325 mg. 
(5 grains) of acetylsalicylic acid. 
1. Roden, J.S., and Haugen, H.M.: Missouri Med. 55:128 (Feb.) 1958. 


e original Wyeth non-narcotic analgesic plus anti-inflammatory action by 
¢ orally administered « prompt, long action—relief equivalent to that of codeine vida 1 Pa 
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|-and control its sequelae 


Patient A.S., age 53. PatuipaMateE (Tabs. 7t.i.d. and H.S.) ; 
prompt relief of symptoms. Radiograph 


Intermittent crises of severe pain over 2 year 
period; hospital management with Sippy regimen 
provided relief of symptoms; however, 

symptoms recurred after each sojourn. 


(21 days later) confirms healing of minute lesser 
curvature gastric ulcer crater. 


predictable results in the control 


Meprobamate with Patuiton® Tridihexethyl Chloride* LepERLE 


Used prophylactically in anticipation of periods of emotional stress, or therapeuti- 
cally to relieve tension and curb hypermotility and hypersecretion, PATHIBAMATE 
is particularly well-formulated for the control of gastrointestinal disorders. 


PATHIBAMATE combines Meprobamate (400 mg.) —the noted tranquilizer-muscle relaxant widely accepted for safe 
management of tension and anxiety states—and PATHILON (25 mg.) — an extremely well-tolerated anticholinergic, 
long noted for prompt symptomatic relief based on peripheral atropine-like action with few side effects. 
Indications: 

Duodenal ulcer, gastric ulcer, intestinal colic, spastic and irritable colon, ileitis, esophageal spasm, anxiety 

neurosis with gastrointestinal symptoms, gastric hypermotility. 


Supplied: 
Bottles of 100 and 1,000. Each tablet (yellow, '4-scored contains Meprobamate, 400 mg.; PaTHILON Tridihexethyl Chloride, 25 mg. 


Administration and Dosage: 
1 tablet three times a day at mealtimes and 2 tablets at bedtime. Adjust dosage to patient response. Contraindicated in 
glaucoma, pyloric obstruction, and obstruction of the urinary bladder neck. 
Also Available: Patuiton in four forms— Tablets of 25 mg., plain (pink) or with phenobarbital, 15 mg. (blue) ; 
Parenteral +10 mg./cc.—1 cc. ampuls; 
Pediatric Drops—5 mg./cc.— dropper vials of 15 cc. 


*Paruiton is now offered as tridihexethyl chloride instead of the iodide, an advantage permitting wider use, since the latter 
could interfere with the results of certain thyroid function tests. 


LepERLE LasoratorigEs, A Division of AMERICAN CYANAMID Company, Pearl River, New York 
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cushioned 
comtort 


with a sense of security... 
absence of fear... 
relaxation 


For your patient with the desire or need to remain nonpregnant, the RAMSES technique — dia- 
phragm and jelly* — offers the real security of a method which reduces the likelihood of 


conception by at least 98 per cent." 


Comfort in the rim—plus full protection. The RAMSES® Diaphragm with cushion-soft 
rim, flexible in all planes, permits complete freedom of movement. It affords ease and permits the 
patient to relax without risk of irritation. RAMSES Jelly, the “ten-hour” spermicide, is uniquely 
suited for use with the RAMSES Diaphragm. It is not a static jelly or cream, but flows freely over 
the rim and surface to lubricate the diaphragm, add to comfort and protect the patient for ten 
full hours. 


After fitting the diaphragm, prescribe the complete unit —RAMSES “TUK-A-WAY” Kit #701 
with diaphragm (sizes 50 to 95 mm.), introducer and jelly in attractive, new zipper case. At all 
pharmacies. 


1. Tietze, C.: Proceedings, Third Inter- 
national Conf Planned P; hood, 1953. 


*Active agent, dodecaethyleneglycol 

monolaurate 5%, in a base of RAM SE S® 
long-lasting barrier effectiveness. 

RAMSES and “‘TUK-A-WAY”’ are registered 

trade-marks of Julius Schmid, Inc. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N.Y. 
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To the relief of musculoskeletal pain, 
MEDAPRIN: 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.+ Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 
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tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
@ 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
@ 1 mg. Medrol, to suppress the causative 
inflammation / 
e@ 200 mg. calcium carbonate, as buffer 


* TRADEMARK TRADEMARK, REG. U.S. PAT. METHYLPREONISOLONE, UPJOHN 
Tratio OF DESIRED EFFECTS TO UNDESIRED EFFECTS 


The Upjohn Company, Kalamazoo, Michigan 
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Two sizes: Adult/children-over-three; 
Pediatric (newborns and children) a 
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mouth-to-airway rescue breathing*? with 


RESUSITUBE 


AIRWAY 


e reoxygenates victim’s lungs with 5 to 9 inflations 
(10-20 seconds)? 
e eliminates direct oral contact with victim 


e clinically proved under test and field conditions with 
professional and non-professional personnel 


e 2 sizes—adult/child and pediatric— provide 4 combi- 
nations of mouthpiece and oropharyngeal airway for all 
ages 

e easily carried in pocket, glove compartment or bag, 
ready for emergencies 


Expired air resuscitation is recognized as the lifesaving method 
of choice...moves far more air into lungs than manual meth- 
ods36...the mouth-to-airway modification maintains open air 
passage during resuscitation! and transportation is less fati- 
guing to rescuer. 

Lifesaving in asphyxia. For use: (1) in reviving non-breathing 
victims of drowning, electric shock, smoke or gas inhalation, 
drug or chemical poisoning, certain head, neck, chest and abdo- 
men injuries, convulsions, cardiac arrest, and other causes of 
asphyxia; and (2) in helping to prevent asphyxia by maintaining 
an open air passageway in victims who are unconscious but 
still breathing. 


(1) Safar, P., and McMahon, M.: Mouth-to-Airway Emergency Artificial Respiration, 
J.A.M.A. 166:1459 (March 22) 1958. (2) Safar, P.: Mouth-to-Airway, Anesthesiology 
18:904 (Nov.-Dec.) 1957. (3) Safar, P.; Escarraga, L. A., and Elam, J. O.: A Comparison 
of the Mouth-to-Mouth and Mouth-to-Airway Methods of Artificial Respiration with 
the Chest-Pressure Arm-Lift Methods, New England J. Med. 258:671 (April 3) 1958. 
(4) Gordon, A. S.; Frye, C. W.; Gittelson, L.; Sadove, M. S., and Beattie, E. J., Jr.: 
Mouth-to-Mouth versus Manual Artificial Respiration for Children and Adults, J.A.M.A. 
167:320 (May 17) 1958. (5) Elam, J. O.; Greene, D. G.; Brown, E. S., and Clements, J. A.: 
Oxygen and Carbon Dioxide Exchange and Energy Cost of Expired Air Resuscitation, 
J.A.M.A. 167:328 (May 17) 1958. (6) Safar, P.: Ventilatory Efficacy of Mouth-to-Mouth 
Artificial Respiration, J.A.M.A. 167:335 (May 17) 1958. 
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Clinical data > 


highest fluid yields, 
lowest blood pressure levels 
yet achieved with oral 
diuretic-antihypertensive 
therapy... 


(hydrochlorothiazide CIBA) 


4 
5 
t 
| 
a 
a T.M. 
. 
: 
2/2675MK-2 
F 
> 


Esidrix: 10 to 15 times more 


active than chlorothiazide 
edema and hypertension 


Esidrix relieves edema in many patients refractory to other diuretics: Studies reveal 
that certain patients unresponsive or refractory to mercurials and chlorothiazide 
respond readily to Esidrix. Brest and Likoff' observed that 9 of 12 patients with 
congestive heart failure — who failed to respond to other diuretics — were com- 
pletely controlled with Esidrix. Esidrix appears to have clinical value even after 
the patient has developed partial tolerance to chlorothiazide, and may be found 
useful in cases of sensitivity to chlorothiazide.’ 


Therapy with Esidrix often results in more weight loss than with other diuretics: 
In a study* of 48 patients with edema and/or hypertension, who were treated orig- 
inally with chlorothiazide or with mercurial diuretics, substitution of Esidrix at a dose 
of 100 to 150 mg./day resulted in additional average weight loss of 2.4 to 2.5 pounds. 


20 patients fost average additional 2.4 pounds 28 patients fost average additional 2.5 unds 
two months after transferring from mercurials bag Soe abe after transferring from chiorothiazide 
to Esidrix io Esidrix 


ix 100 to te Esidrix 100 to 
Parentera Esidrix 1 ; rix 
mercurials 150 mg./day : mg./day 150 mg./day 


(Adapted from Clarks) 


REFERENCES: 

1. Brest, A. N., and Likoff, W.: ye Cardiol. 3:144 (Feb.) 1959. 2. Esch, A. F., Wilson, I. M., and Freis, E. D.: M. Ann. 
District of Columbia 28:9 (Jan.) 1959. 3. Clark, G. M.: Clinical report to CIBA. 4. Dennis, E. W.: Clinical report to 
CIBA. 5. Hejtmancik, M. R., Herrmann, G. R., and Kroetz. F. W.:In press. [A preliminary report by these investigators 
has been published in Texas J. Med. 54:854 (Dec.) 1958.] 
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Study of 48 Edematous and/or Hypertensive Patients Treated First with Other Diuretics and then with €sldth ee 
| 
| Esidrix Dose 
| 
| A product of CIBA research 
| 
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(hydrochlorothiazide CIBA) 


Produces greater average reduction in blood pressure: Eleven of 13 hypertensive 
patients* were treated initially with a chlorothiazide-mecamylamine-reserpine com- 
bination (10 patients had 1000 mg. and 1 patient 500 mg. chlorothiazide daily); 1 
patient had been treated with hydralazine and | had no previous medication. Nine 
were then transferred to an Esidrix-mecamylamine-reserpine combination and 4 to 
an Esidrix-reserpine combination for periods of 3 to 7 weeks (12 patients had 100 
mg. and | patient 50 mg. Esidrix daily). Average mean blood pressure levels were 
recorded in the standing and supine positions. As shown in graph below, left, there 
was a further drop in blood pressure after patients were transferred to Esidrix. 


Effects of Esidrix on Urine Volume and 
in 19 Patients with Congestive Heart Failure 
URINE unig, 
lew. 
125— 
120— 
110-4 
us 
_ Chiorothiaz Combination 
(Adapted from Dennis‘) 


Exceptional safety... reduced likelihood 
of electrolyte imbalance: While Esidrix "7 


markedly increases sodium and chloride ex- 1-304 

cretion, it has far less effect on excretion of at 

potassium (see chart at right) and bicar- a 

bonate. Hence, there is little likelihood of eM) 

disturbing electrolyte balance when recom- a 

mended procedures are followed. _ 

DOSAGE: Esidrix is administered orally in an average dose of 
75 to 100 mg. daily, with a range of 25 to 200 mg. A single 
SUPPLIED: Tablets, 25 mg. (pink, scored) ; bottles of 100 and ete emai nah 


1000. Tablets, 50 mg. (yellow, scored) ; bottles of 100 and 1000. 
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three-way mechanism of action in one molecule 


long step 


Brand of Valethamate bromide 


“muREL” is the newest development of research in quaternary ammonium com- 
pounds. It advances today’s therapy of G.U., G.I. and biliary tract spasm toward the 
ideal in decisive relief without intolerance or drug-induced complications. “muREL” 
also supplements peptic ulcer therapy by breaking the chain reaction of spasm-pain. 


Dosage: Mild to moderate cases: initially, 1 
or 2 tablets four times daily. Acute or severe 
cases: 1 to 2 cc. (10-20 mg.) intravenously or 
intramuscularly every four to six hours up to 
maximum of 60 mg. in 24 hour period. The 
higher dosage range is usually required in 
spasm of G.U. and biliary tract. 


Ayerst Laboratories + New York 16, N.Y. # Montreal, Canada 


Supplied: “murReEL” Tablets—10 mg. Valetha- 
mate bromide, bottles of 100 and 1,000. 
“MUREL” Injectable—10 mg. per cc., vials of 
5 cc. (Also available: “mureL” with Pheno- 
barbital Tablets — 10 mg. Valethamate bro- 
mide with 4 gr. phenobarbital per tablet, 
bottles of 100 and 1,000.) 


| | 

| | 
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Three-Way Mechanism of 
Action in One Molecule 


“MUREL” unites three mechanisms specific for 
smooth muscle spasmolysis: (1) anticholinergic 
inhibition of parasympathetic transmission, 

(2) musculotropic action with specific affinity 
for smooth muscle fibers, and (3) ganglionic 
blocking action at the synaptic leve 


Precludes or Minimizes 


Untoward Side Effects 


“MUREL” is especially well tolerated because: 

(1) coordination of the three component actions 
permits significantly low dosages and also reduces 
reaction potential of any one mechanism, 

(2) a natural specificity confines the anticholinergic 
action to the effector cells of smooth muscle, 

(3) definite but transient ganglionic blocking action 
eliminates undesirable parasympathetic 
disturbances, (4) rapid detoxification and 
excretion prevent cumulative effect. 


Widely Useful — 
Clinically Demonstrated 


“MUREL” extends the clinical scope of dependable 
spasmolytic therapy, with indications ranging 
from mild to severe hypertonicity. In postoperative 
genitourinary spasm, cystitis and pyelitis — 
effective relief of pain and spasm was noted in 

all of 75 patients.' In peptic ulcer —complete 

or substantial relief from the pain/spasm cycle 
was reported in 119 out of 127 patients.23 

In biliary spasm and chronic cholecystopathies 
with or without stones — prompt, complete control 
of spasm was obtained in 20 out of 22 patients. 


Peiser? states that even extremely strong — 
convulsive abdominal pain and violent 
vomiting could be eliminated or substantially 
improved, and no unpleasant side effects 

or toxic reactions were noted at any time. 


1. Berndt, R.: Arzneimittel-Forsch. 5:711 (Dec.) 1955. 
2. Peiser, U.: Med. Klin. 50 :1479 (Sept. 2) 1955. 
8. Winter, H.: Medizinische, p. 1206 (Aug. 27) 1955. 
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NEW...prenatal supplements /both especially for multiparas 


Natalins® Comprehensive convenient one-a-day dosage 
two formulations to meet indi- 
tablets vidual needs of your patients 
12 significant vitamins and minerals The need of the multipara for sup- 
plemental nutrition may be greater 
® ; as successive pregnancies deplete 
Natalins Basic her stores of nutrients. Anemia has 
Vitamine end minerele, Mood Johnson been found to occur more fre- 
tablets quently in multiparas than in 
4 basic vitamins and minerals primigravidas' — 


Natalins Comprehensive and Basic 
meet this need generously —iron 
(40 mg. per tablet), ascorbic acid 
(100 mg. per tablet) and calcium 
(250 mg. per tablet). 


1. Traylor, 5. B., and Torpin, R.: Am. J. Obst. & Gynec. 61:71-74 (Jan.) 1951. 
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Sobee formula was selected... 


a2 


Robert... age 4 months 

Bobbie was a first child, and his mother didn’t know what 
to do when he became a “crying baby,” shortly after coming 
home from the hospital. He cried between feedings, and even 
during feedings. Then his doctor suggested a 2 day trial of 
Sobee...and the crying stopped! Now you’ve never seen 
such a bright, cheerful baby. 


Willa... age 5 months 

Like all allergic babies (like all babies), Willa needs love and 
lots of it. Willa gets love, in full measure, from her parents— 
while Sobee keeps her happily nourished. 


Thomas... age 7 months 

Tommy at 1 month was a colicky baby, irritable, usually 
crying—but physically normal except for an all-over rash. 
When Sobee replaced Tommy’s milk formula, the crying 
stopped. His skin improved in a few days, and the rash was 
completely gone in a few more. Tommy liked Sobee, grew 
well on it. About a month ago Tommy was “weaned” back 
to milk, uneventfully. 


SOBEE® (HYPOALLERGENIC SOYA FORMULA, MEAD JOHNSON) LIQUID / POWDER 


( Mead Johnson 
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Mark ...age 3 days Mark’s urea clearance is low—but only normally 
so, for a newborn. Mark’s renal functions will mature in a few days. Mean- 
while the Dextri-Maltose® carbohydrate formula modifier in Mark’s Lactum 
formula protects him against renal osmolar overload. 


Robert...age 6 months Behold Bobby: right on or slightly above 
the “normal growth curve” —the very picture of balanced nutrition. Lactum 
has given him not too much, and not too little, of the nutrients Bobby 
needs, in a balanced formula. 


Pamela...age6 months Pam’s mother was worried when Pam’s 
life was nothing but eat-and-sleep. Was Pam subnormal? Shouldn’t she be 
more active? Dr. Graham reassured her: “‘She’s just fine,” he said, “just 
contented. Pam’s supposed to act like that. I guess she likes her Lactum.” 


LACTUM® (MODIFIED MILK FORMULA, MEAD JOHNSON) LIQUID / “INSTANT” POWDER 


\ Mead Johnson 


Symbol of service in medicine 
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IRON for Anemia, Doctor? 


New VM 12+ana 12 assures... 


MORE absorption 
LESS reaction 


NO 1LON-CUMP IN wih mins 


*DECELIRON: the exclusive VM formulation of exsiccated ferrous sulfate, vitamins and 
supportive factors, with decelerated-release-principle. Insures smooth, timed release, 
effective potency. 


LESS fecal iron-loss, too 


PRICES: VM No. 12+, 80 tablets $5.00 250 tablets $14.00 
VM No.12, 80 tablets $4.00 250 tablets $10.00 


GLENDALE 


MITAMINERALS INC. & 


CALIFORNIA 
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THE ALL NEW 
“l 
AMERICAN SOO OBSTETRICAL TABLE 


Years of research in obstetrical posturing have been combined 
with a completely fresh design approach in developing the 
Amsco ‘‘800” table. The result is an obstetrical table so compact, 
$0 maneuverable and so efficient as to be truly revolutionary in 
its advantages for operative as well as perineal route delivery. 
From the narrow, flowing lines of the flexible top to the 
permanent or portable power base. . . the “800” is new. 


@ finger-tip controls 
@ retractable foot section 
@ retractable 12” delivery shelf 
@ ratchet type legholder sockets 
@ flexible head and foot sections 
e@ wide perineal opening for postpartum drainage 

. each is new, exclusive and vital to the convenience of the 
obstetrician and the welfare of the patient. 

Every hospital and every obstetrician will have a direct interest 
in this dramatically better table. Fully illustrated brochure 
TC-224-R is available without obligation 


AMERICAN 
manufacturer of Sterilizers, Operating 


PENNSYLVANIA 
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Dress rehearsal 


The scene looks ordinary—a patient, a physician’s office. But there is a difference. 
Here, under rigidly controlled and guarded conditions, a child with a history 

of rheumatic fever is taking part in mass trials of a promising new drug— 

not yet available for prescription. 


The observer at the left is Edward F. Roberts, M.D., Ph.D., a physician in the 
service of physicians. As Director of Clinical Investigation for Wyeth, he has called 
on the clinician for facts. Has the compound protected this patient and others 

in the series from rheumatic activation? Is the drug suitable for long-term use? 
What are the reports on untoward reactions? 


Whatever he learns, Dr. Roberts is certain of this: Before a compound becomes a 
prescription drug, it must prove itself in many such trials throughout the country. 


Right now, Dr. Roberts can turn to an abundance of facts revealed by laboratory and 
animal investigation. He knows the results of extensive studies by scientists in the 
Wyeth Institute for Medical Research. He has their reports on animal 

pharmacology and toxicology. He knows what was learned there about the prolonged 
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antistreptococcal activity of the compound. But he also knows that no drug can 
serve medical practice on in vitro and animal evidence alone. Actual use in selected 
human patients is indispensable. 


These clinical trials have already provided Dr. Roberts with encouraging clues. 

His guarded comment is, “‘Wait for the full results.” Afterward other requirements 
must be met before the agent is ready for the profession. It is a matter of law 

that no house can market a drug until all the findings have been reviewed by 

the Food and Drug Administration of the Federal government. But even after 
marketing, the studies will not stop. Like the other physicians of Wyeth’s Medical 
Division, Dr. Roberts continuously explores new areas of use as an obligation 

to medical practice. 


The purpose of clinical trials is to surround pharmaceutical discoveries with 
experience and every safeguard. In doing this, Dr. Roberts’ efforts and those of his 
associates, at Wyeth, in medical practice, in government, lead to better and safer 
drugs at the service of physicians. 


Wyeth 


® 
Philadelphia 1, Pa. 
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Provides balanced 
nutritional values 


@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


SOYALAC helps solve the feeding problem of 
- prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 


Protein of high biologic value is obtained from the 
soybean by an exclusive process. 


< 


Booklet and, Samples 


A request on your professional letterhead or prescription form 
will bring to you complete information, and a supply of 
samples. Please address the Loma Linda Food Company, 
Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 
ARLINGTON, CALIFORNIA + MT. VERNON, OHIO 
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major source of top quality protein 


in the American diet 


SAT from latest U. S. Government data* reveal 
that meat exceeds all other food groups in supplying protein 
to the American diet. 


Total protein 
available for consumption 
Meat 27.6% 
Dairy products, excluding butter 25.3% 
Flour and cereal products 19.6% 
Poultry and fish 5.9% 
All other foods 21.6% 


These figures mean that Americans may well depend on meat 
as their major source of protein for day-to-day nutrition. In 
addition to the significant amounts of top quality protein, all 
meats—including beef, veal, pork, and lamb—provide the 
gamut of B vitamins and necessary minerals such as iron, 
potassium, and phosphorus. 


In our country meat is always available for its valuable 
contribution to the fulfillment of protein needs—whether in 
health or in disease. Thus, it is probable that because of the 
vast availability of meat and because of America’s liking for 
meat, we have been called ‘the best fed nation in the world.” 


*Agriculture Handbook No. 62, U. S. Department of Agriculture, 1957 (Sept.) p. 33. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Response 

Disease No. of Patients Good or Excellent Poor §Suppl. 

jotics 

0. 

Otitis media 72 65 T Hos. 7 

Bronchitis 11 10 

Obstructive laryngotracheitis 3 3 Q (Supp 

Tonsillitis 21 18 3 initio 
Cervical adenitis 13 13 0 
Purulent rhinitis or sinusitis 19 16 3 
Total 139 125 14 


From a study by £. H. Townsend and A. Borgstedt* 


safe “No side reactions to sulfadimethoxine were observed in the entire 
series of 167 patients.” effective “Remarkable improvement, character- 
ized by subjective relief and disappearance of inflammatory symptoms, 0¢- 
curred in 107 out of the 111 patients under study.”? economical “In 
addition to the clinical efficiency attributable to sulfadimethoxine . . . the econ- 
omy involved in medication with a fast-acting chemotherapeutic agent wat- 
rants its early use. . . .”” 
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The fastest growing antibacterial bibliography: 


1. E. H. Townsend and A. Borgstedt, Antibiotics Annual 1958- Schnitzer and W. F. DeLorenzo, Antibiotic Med. & Clin. Therapy, 
959, in press. 2. J. C. Elia, Antibiotic Med. & Clin. Therapy, 6: 6:(Suppl. 1), 1959. 11. R. J. Schnitzer, W. F. DeLorenzo, E. 
. Suppl. 1), 1959. 3. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. Grunberg and R. Russomanno, Proc. Soc. Exper. Biol. & Med., 
ennings, Antibiotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959.  99:421, 1958. 12. W. F. DeLorenzo and R. Russomanno, Anti- 
___. AHP. Ironson and C. Patel, Antibiotic Med. & Clin. Therapy, 6: biotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959. 13. B. Fust and 
Poor HSuppl. 1), 1959. 5. S. Ross, J. R. Puig and E. A. Zaremba, Anti-  E. Boehni, Antibiotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959. 
my Pitics Annual 1958-1959, in press. 6. J. D. Young, Jr., W. S.Kiser 14. W. F. DeLorenzo and A. M. Schumacher, Antibiotic Med. & 
; 0. C. Beyer, Antibiotic Med. & Clin. Therapy, 6:(Suppl. 1), | Clin. Therapy, 6:(Suppl. 1), 1959. 15. W. P. Boger, Antibiotics 
1999. 7. T. D. Michael, Antibiotic Med. & Clin. Therapy, 6: Annual 1958-1959, in press. 16. O. Brandman, C. Oyer and R. 
l Suppl. 1), 1959. 8. W. A. Leff, Antibiotic Med. & Clin. Therapy, Engelberg, J. M. Soc. New Jersey, 56:24, Jan. 1959. 17. J. F. 
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Suppl. 1), 1959. 9. B. A. Koechlin, W. Kern and R. Engelberg, Glenn, J. R. Johnson and J. H. Semans, Antibiotic Med. & Clin. 
Untibiotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959. 10. R. J. Therapy, 6:(Suppl. 1), 1959. 


Pow available for your convenience 125-mg capsules of Madribon 
henever q.i.d. dosage is desirable 


ne 


Oc- 

“In Dosage: MADRIBON, Mapriqip—Consult literature available on request. 
~MADRIBONT™: —2,4-dimethoxy-6-sulfanilamido-1,3-diazine 

MADRIQID™-™: 


ROCHE® 
ROCHE LABORATORIES «© Division of Hoffmann-La Roche Inc + Nutley 10 + N.J. 


Wigs 
ir" 
ntir 
cter 
var- 
: 


| 


A-68 


JOURNAL 


A.O.A. 


| 
| 
| 
{ 
i | AURALESIC 
NAD-SPECT 
ANTIBIOTICS 
+ 
DECONGESTANT” 
NON- 


Unsurpassed symptomatic 


relief testifies to Medrol’s 
enhanced anti-inflammatory, 
anti-allergic effects. But in 
corticotherapy that is not 
enough. The key to the 
patient’s total welfare 

is the therapeutic ratio— 


DESIRED EFFECTS 


Therapeutic 


Ratio 


TO 
UNDESIRED EFFECTS 


Here is where Medrol 

stands out. For all its increased 
effectiveness, Medrol has 

fewer and milder “classic” 
corticoid side effects; 

no disturbing “new” side effects 
such as muscle weakness. 
Whenever corticotherapy 


is indicated, remember that The best ry 

Medrol has the best 
therapeutic ratio therapeutic ratio 
in the steroid field. in the steroid * 


field makes 


the choice of physicians 
who consider the 

"Trademark, Reg. U.S. Pat. Off hylprednisol Upjohn total welfare 

| the company, Kalamazoo, Michigan of their patients 
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With Singoserp 


this patient’s blood pressure 
was controlled for the first 
time without side effects 


FROM THE FILES OF A PHILADELPHIA CARDIOLOGIST. 
PHOTOS USED WITH PERMISSION OF THE PATIENT. 


Tombstone salesman had known 
hypertension for 16 years; rejected 
by U.S. Army because of high blood 
pressure. Whole root rauwolfia low- 
ered pressure satisfactorily, but pa- 
tient could not tolerate side effects. 


Singoserp in a dosage of 0.5 mg. 
daily lowered his blood pressure to 
130/80, produced no side effects. 
Patient feels well, works well, speaks 
of marked improvement in outlook 
and function. 


@ systolic 
diastolic 
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| 
| 
; 
| 
— 

aa 

| 190 _apprehensiveness 

140 

| 
; 200.57 

j 

~ 

| 


Clinical findings in 900 patients 
show the 
selective antihypertensive action 
of Singoserp 


IN 735 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 
® more than half of these patients suffered from moderate 
to severe hypertension 


@ more than half of the cases involved hypertension of at 
least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 


Chart shows gratifyingly low incidence of side effects in 233 
patients given Singoserp with no other antihypertensive 
medication 


a major 
Dosace: t 
In new patients: Average initial dose, 1 to 2 tablets (1 to 2 mg.) daily. improvemen 
Some patients may require and will tolerate 3 or more tablets daily. Main- i. 
tenance dose will range from ¥ to 3 tablets (0.5 to 3 mg.) daily. in rauwolfia 


In patients taking other antihypertensive medication: Add 1 to 2 Singoserp 
tablets (1 to 2 mg.) daily. Dosage of other agents should be revised down- 
ward to a level affording maximal control of blood pressure and minimal 


side effects. a m ajor 


(syrosingopine CIBA) 
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in vaginitis 
TRICOF 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nituroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.375% and FUROXONE 0.25% in a water-miscible base). 


FOR MORE PRACTICAL AND ECONOMICAL THERAPY. 


NITROFURANS —a new class of antimicrobials—neither antibiotics nor sulfonamides. onl J. 
EATON LABORATORIES, NORWICH, NEW YORK 
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A NEW 


TREATMENT FOR 5 
ARTERIOSCLEROSIS 


A recent clinical investigation! of 59 cases of generalized 
arteriosclerosis, treated with Iodo-Niacin Tablets for over a 
year, showed relief of dizziness in 71% of cases, of vague 
abdominal distress in 87%, of chronic headaches in 61%, 


and of disorientation in 50%. 


There was no symptom of iodism or other side-effect in any 
case, even when large doses were maintained. 


lodo-Niacin Tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg (% gr.). It 
has been established that niacinamide hydroiodide' prevents 


and corrects iodism specifically. 


Long continued administration of iodides is believed to absorb 
cellular exudates in the arterial walls.” Many medical authorities 


recommend iodides for arteriosclerosis but warn against 


the hazard of iodism. 


The recommended dose of 
lodo-Niacin is 2 tablets three 
times daily. Supplied in bottles 
of 100 tablets, slosol-coated, 
pink, also in ampules. 


! Feinblatt, T. M., Feinblatt, H. M., and 
Ferguson, E. A., Am. J. Digest. Dis. 
22:5, 1955. 


2 Sollmann, T., Manual of Pharmacology, 
8th ed., 1957, p. 1121. 


Cole Chemical Company 
3721-27 Laclede Ave., St. Louis 8, Mo. 


1ODIDE THERAPY WITHOUT IODISM 


CHEMICAL COMPANY 


3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples Of10DO-NIACIN. 


*U.S. PATENT PENDING 
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grip-breaker 
in bronchospasm 


orally, parenterally, and by inbalation 


Caytine is the only brand of a[(a-methyl-3,4-methylenedioxyphenethylamino)- 
methyl]-protocatechuyl alcohol hydrochloride. 


three forms for individualized management: In patients with asthma, 
emphysema, bronchitis, bronchiectasis, Caytine Tablets, Inhalation, 
and Injection permit the physician to determine the treatment that 
gives the greatest relief with fewest side effects. CayTINE increases 
vital capacity more than isoproterenol.! In geriatric patients, 
CayrTine “...was more effective than any previous medication used.”2 
There are a few side effects, but no toxic reactions, with the use of 
Caytine. No elevation of blood pressure, no adverse ECG, EEG, 
hepatic, renal or hematologic changes have been noted. Patients may 
experience palpitations and anxiety and should be so warned. 

(1) Leslie, A., and Simmons, D. H.: Am. J. M. Sc. 234:321, 1957. (2) Settel, E.: 
Am. Pract. & Digest Treat. 8:1249, 1957. 


For additional information request Brochure No. NDA 18, Caytine, 
Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin. 
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Clinical differentiation of 


organic cardiac from 


FUNCTIONAL 


chest pain: Description of a 


left sternocostal syndrome* 


D. LEONARD VIGDERMAN, D.O. 
New York, New York 


i DIFFERENTIAL DIAGNOSIS of anterior 
chest pain is a consistently recurring medical challenge. 
Increasing awareness of coronary artery disease with 
its potential morbidity and its clinical variations has 
contributed to the mounting importance of the 
symptom of chest pain. In handling patients in a con- 
tinually widening age range, the physician is obligated 
to consider the possibility of coronary disease when 
chest pain is a presenting symptom. 

The importance of an adequate differentiation of 
angina pectoris from any of the many musculoskeletal 
and visceral disorders which may give rise to anterior 
chest pain is obvious. Certain similarities between the 
pains of organic cardiac and those of functional origin 
have led to the imposition of useless restrictions and 
frightening warnings by the physician, with resulting 
unnecessary and often irreversible anxiety and cardiac 
invalidism. The fear thus established on the part of the 
patient serves to perpetuate and exaggerate the func- 
tional pain syndrome with the result that both patient 
and physician become more firmly convinced that se- 
rious cardiac disease is present. In a recent survey of 
1,000 patients referred for cardiac examination, 40 per 
cent of the group had no heart disease, but 64 per cent 
of this group offered chest pain as the presenting com- 
plaint.* 

The classical criteria? customarily applied for the 
diagnosis of organic cardiac pain, that is, angina pec- 
toris, are: 

1. Chest pain on exertion 


*Presented at the annual meeting of the American College of Osteo- 
pathic Internists, New York, October 3, 1958. 
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2. Substernal or mid-chest location 
3. Pressing or tightening type of sensation 
4. Prompt relief with cessation of activity 
5. Relatively prompt relief with nitroglycerin. 
These criteria are faithfully invoked in the av- 
erage case with sufficient accuracy to confirm the con- 
tinuing faith of the average physician in his ability to 
diagnose coronary disease merely by virtue of a brief 
history-taking. 
The attributes of functional chest pain have been 
less well defined. The custom of disregarding any chest 
pain which does not conform to the criteria as listed 
is too easily adopted with very unhappy results. That 
there is sufficient overlapping of the respective charac- 
teristics of organic and functional chest pain to lead 
to occasional confusion is an accepted principle; that 
there are considerably more atypical chest pain, more 
overlapping, and more source of error than are gener- 
ally believed to exist is my firm conviction. 
Because of interest in and experiences with this 
symptom, I undertook this introductory attempt at a 
systematic survey with the hope of demonstrating more 
clearly the important points of similarity and difference. 
In the differential diagnosis of organic from func- 
tional chest pain, it is my belief that there is a tendency 
to ignore certain consistent historical and physical fea- 
tures, including the patient’s emotional pattern and its 
relation to his age, the significance of the patient’s exact 
words and gestures in describing the pain and its radia- 
tion, and the objective findings of the chest wall. 
Examination of the chest wall by simple palpation 
in attempting to determine the etiology of chest pain 
appears to have been much neglected. Although, to my 
knowledge, left anterior chest wall tenderness has not 
been described by anyone as a specific disease entity, 
in my experience it has emerged as a primary diag- 
nostic factor, especially as an indicator of the presence 
of functional or noncardiac chest pain. As an arbitrary 
descriptive designation, because of specific features, I 
suggest the term “anterior or left sternocostal syn- 
drome.” 


Materials and criteria 


In this attempt to study the differences between 
organic cardiac and functional chest pain and to ex- 
plore the significance of the left sternocostal syndrome, 
110 consecutive patients with chest pain as chief com- 
plaint were analyzed. These cases were seen in both 
private consultation practice and in the Department of 
Cardiology of the outpatient department of the New 
York Osteopathic Hospital and Clinic. 

Carefully detailed histories were elicited in each 
case with meticulous attention to the patient’s subjec- 
tive descriptions and manual demonstrations. In the 
majority of cases, for purposes of this study, the pa- 
tient was recalled for a special visit for a searching 
review of the history in order to assure accuracy. The 
great majority of these patients had been referred by 
physicians because of a presumed coronary insufficiency © 
and angina pectoris. 

Each of the patients had a resting electrocardio- 
gram, followed by a standard exercise-tolerance electro- 
cardiogram which was repeated. Patients with a history 
of coronary occlusion or with a previously well-docu- 
mented angina pectoris were excluded. The patient was 
considered to have organic heart disease in the presence 
of a grossly abnormal resting electrocardiogram or with 
a strongly positive exercise-tolerance electrocardiogram 
on the first exercise test. Cases classified as functional 
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were those with normal resting electrocardiograms and 
negative exercise-tolerance tracings on two successive 
exercise tests. Among the functional cases, there were 
none with ‘severe arthritis, specific vertebral or disk 
disease, neuritis, diaphragmatic hiatus hernia, peptic 
ulcer, or other gastric disease. 


Comparative findings 


Sex and age.—Of the total of 110 cases of chest 
pain, 41 were classified as organic cardiac, while 69 
were found to be functional. 

Among the organic cases, 30 (73 per cent) were 
male and 11 (27 per cent) were female, a ratio of 
2.5:1. On the other hand, the functional cases were 
comprised of 68 per cent females and 32 per cent 
males, or about 2 females to 1 male. These ratios are 
about what might be expected, and they compare close- 
ly with other published figures. 

As might be anticipated, the average age of the 
organic cardiac group was higher than that of the func- 
tional group by a fraction more than 10 years, the 
average age for the former being 60.4 years and for 
the latter 49.5 years. It is interesting that 40 per cent 
of the functional group were over 50 years of age, an 
age group generally believed to favor clinical coronary 
heart disease. 


TABLE I—SEX AND AGE OF PATIENTS IN SURVEY 


Average 

Male Female Total age 
Organic cardiac 30 i 41 60.4 years 
Functional 22 47 69 49.5 years 


Type and location of pain: subjective description. 
—The variability of terminology used by patients de- 
scribing their pain was quite striking. A large number 
of patients found it virtually impossible to express 
themselves. A time-consuming and meticulously de- 
tailed history-taking was required to arrive at some 
point of reference or common baseline of verbal pain 
designation. 

After analyzing this material, the principal cate- 
gories and headings which were chosen as most repre- 
sentative of all the descriptive terminology used by the 
patients were formed into Table II. The term “press- 
ing” includes “choking,” “heaviness,” “terrible weight,” 


and “fullness.” “Tightness” includes also “constrie. 
tion,” “squeezing,” and “viselike.” “Aching” encom. 
passes the terms “gnawing”’ and “soreness.” The term 
“sharp stab” is synonymous with “cutting,” “knife 
like,” and “sticking.” 

From the Table, certajn distinctions as well as sur- 
prising similarities between the functional and organic 
pains become apparent. It can be seen that 41.4 per 
cent of the organic cardiac group complained of a 
pressing type of pain, with 56 per cent of the group 
indicating a substernal location. Among the functional 
cases, 77 per cent complained of a sharp stab, cramp, 
or aching type of pain, with the left precordium or 
upper chest being designated as the site of pain in 82 
per cent of these cases. 

As might be expected, a greater variability of both 
type and location of pain existed among the functional 
group. It is clinically important to note that a signifi- 
cant number of the functional group located their pain 
substernally with 13 per cent describing their pain as 
“pressing,” “tightness,” or “burning,” which are the 
terms usually applied to the organic type of pain. This 
percentage of overlapping is statistically significant and 
should make a physician cautious in forming a clinical 
opinion on the basis of a limited history. An achy pain, 
sharp stab, or cramp in the chest was found in only 15 
per cent of the organic cases, while a left precordial 
location of pain was seen in just 17 per cent of this 
group. 

Radiation of pain.—Pain radiation was absent in 
52 per cent of the functional group and in 29 per cent 
of the organic coronary cases. From Table III it can 
be seen that a high degree of similarity existed between 
the two groups, with particular regard to pain radiation 
into the left arm, left shoulder, and dorsal region ; these 
areas are generally thought of only in connection with 
organic coronary disease. In the functional cases, 
radiation to the left arm or to both arms was not seen. 

Onset of pain.—Exertional pain is a cardinal cri- 
terion of organic angina pectoris, but it was present in 
33 per cent of the functional cases. However, two 
thirds of these patients were able to continue their 
exertion in the presence of the pain, whereas all but 2 
of the organic group were forced to stop for relief. 
Pain on exertion occurring only after meals was a 
characteristic of 32 per cent of the organic cases but 
was totally absent in the functional group. Pain at rest 
or in bed was very common in the functional patients 
but quite rare (10 per cent) in the coronary group. 


Pain relief —Just over half of the patients of the 


TABLE II—SUBJECTIVE DESCRIPTION OF PAIN 


Sharn 
Pressing* Tightnesst Burning Aching} Stab§ Cramp Totals 
Organic 17 (414%) 13 (31-7%) 5 (12%) 2(49%) 2(49%) 2(49%) AL 
Substernal 12 5 4 2 23 (56%) 
Upper chest ae 4 1 2 1 10 (24%) 
Left precordium 3 3 1 7 (17%) 
Right precordium 1 1 (2.4%) 
Functional 6 (8.7%) 8 (11.6%) 3 (4.3%) 28 (41.6%) 18 (26%) 6 (8.7%) 69 
Substernal 4 4 1 1 10 (14.5%) 
Upper chest 1 2 1 4 (6%) 
Left precordium 4 3 26 15 6 53 (76%) 
Right precordium 1 1 2 (3%) 
*Pressing includes “choking,” “weight,” “heaviness,” “fullness” 
tTightness includes “constriction,” ‘‘squeezing,”’ ‘“‘vise-like”’ 


tAching includes “soreness,” “gnawing” 
§Sharp stab includes “cutting,” “knife-like,” “sticking” 
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TABLE III—RADIATION OF CHEST PAIN 


Left Left Right Both Dorsal Epigas- No 
arm shoulder arm arms region Neck trium radiation 
Organic cardiac 10 a 2 4 4 4 1 12 
(24%) (10%) (5%) (10%) (10%) (10%) (2.4%) (29%) 
Functional 11 7 0 0 14 1 0 36 
(16%) (10%) (20%) (1.4%) (52%) 
TABLE IV—ONSET OF PAIN 
Exertional Exertional Pain on 
pain: forced pain : able Pain at exertion Pain after 
to stop to continue rest (seated, only after meals : no 
moving moving in bed, etc.) meals exertion 
Organic cardiac 2 4 13 6 
(95%) (5%) (10%) (32%) (15%) 
Functional 8 15 38 0 2 
(11%) (22%) (55%) (3%) 


organic group claimed satisfactory relief with the use 
of nitroglycerin while an almost equal number found it 
of little value. At the same time, one fifth of the func- 
tional pain group had good results with this drug. The 
only clearly beneficial relationship of nitroglycerin to 
organic cardiac chest pain was its ability to prevent the 
onset of angina pectoris when taken just before pain- 
producing exertion. The results with this drug were 
somewhat better in the organic cases but a similarity 
between both good and poor responses existed in the 
two groups. 


TABLE V—RELIEF OF PAIN 


Nitroglycerin Good 


Poor results or 


functional group than in the organic, despite a common 
belief to the contrary. In 54 per cent of the functional 
cases, the pain was induced or aggravated by fatigue, 
anxiety, or fear; in 19 per cent, the patients overwhelm- 
ingly volunteered a definite, repetitive, and consistent 
relationship to specific symptoms of the climacteric, 
occurring in both sexes. A total of only 19 per cent of 
the organic cases included complaints of any relation- 
ship of pain to either of these categories of emotional 
situations. 

Palpatory chest findings Careful palpation of the 
anterior chest wall is a basic, fundamental part of the 
examination of any patient undergoing a cardiac sur- 
vey. In my experience, a marked localized tenderness, 
sufficient to cause wincing by the patient with only mild 
pressure, is found in a high frre of patients, 


In this study, a total of 62 patients were found to 
experience marked to exquisite tenderness on palpation 
of either the left sternocostal region, left precordium, 
or in both areas. Anterior chest wall tenderness was 


used results no relief usually in those over the age 4 
Organic cardiac 27 15 12 
(55%) (45%) 
Functional 28 5 23 
(18%) (82% ) 


Relationship of pain onset to emotional factors.— 
This relationship was so interesting as to suggest a 
separate tabulation (Table VI). A causational or se- 
quential relationship between emotional factors and 
chest pain was seen with much greater frequency in the 


decidedly more prominent in the functional cases, with 
47 per cent having tenderness along the left sterno- 
costal junctions from the third to seventh rib levels, 22 
per cent in the left precordium in the fourth to sixth 
intercostal space around the nipple line, and 7 per cent 
in both areas. In the same locations, respectively, the 
organic cases numbered 12 per cent, 10 per cent, and 
none in both areas (Table VII). 


TABLE VI—RELATIONSHIP OF PAIN TO EMOTIONAL FACTORS 


Pain initiated or aggravated 
by climacteric symptoms (hot 
flushes, crying spells, etc.) 


Pain initiated or aggravated 
by fatigue, tension, anxiety, or 
acute, transient emotional upset 


5 (12%) 
37 (54%) 


Drganic cardiac 
Functional 


3 (7%) 
13 (19%) 


TABLE VII—PALPATORY CHEST FINDINGS 


Marked tenderness 
of left third to 
seventh sternocostal 
junctions or 


Marked tenderness of 
left precordium in 
region of fourth to 


sixth sternocostal Marked tenderness 


xiphoid junctions in both areas 
Organic cardiac 5 (12%) 4 (10%) 0 
Functional 33 (47%) 15 (22%) 5 (7%) 
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X-ray studies of these regions, performed in 40 
cases, revealed entirely negative findings. Tissue study 
by biopsy of the skin, cartilage, and muscle performed 
in 4 cases revealed slight inflammatory changes in one 
instance and normal findings in the other 3. 


Discussion 


The findings given here serve to emphasize the 
point that in chest pain generally, any so-called typical 
feature may really appear quite atypical when consid- 
ered separately from the entire symptom structure. 
Thus, there is a great source of potential error in an 
innocent form. A complete, detailed, and sometimes 
tedious history is an absolute essential for accurate 
analysis of the symptom of chest pain. ; 

Most of the features of chest pain which I have 
observed reveal characteristics which might be consid- 
ered contradictory or paradoxical in relation to some 
of the customary standards. For example, one sixth 
of the patients with functional pain definitely indicated 
a substernal location, which is an area always associated 
with angina pectoris. Therefore, the location of pain 
is not a reliable differential criterion. 

Similarly, the radiation of the pain is of little diag- 
nostic help. Chest pain radiating to the left shoulder 
and down the left arm has been considered synonymous 
with serious cardiac disability. However, it is appar- 
ent from this study that it may just as often be part of 
a functional pain of little consequence, which is very 
important to realize because of psychologic and prog- 
nostic implications. 

The results of the use of nitroglycerin are of in- 
terest in the same way. From this study, the effective- 
ness of nitroglycerin in relieving chest pain appears to 
be entirely unreliable as a diagnostic criterion. This 
conclusion is further supported by the fact that nitro- 
glycerin has the property of relieving a variety of 
pains, such as those due to biliary spasm, upper gastro- 
intestinal dysfunction, or certain neuralgias, any of 
which may produce chest pain. There is therefore in- 
sufficient evidence to allow a practical conclusion. 

It may be accurately stated also that the relation 
of the pain to exertion and emotion is not diagnostically 
reliable, except possibly in a negative sense. It was an- 
ticipated that the patients with organic pains in this 
study should connect it more or less with physical 
effort. It was rather interesting that one third of the 
functional group also associated pain with exertion. 
The very important difference, extracted only by care- 
ful questioning, was that the majority of this one third 
of the functional group was able to keep on with their 
effort in the presence of the pain, while the organic 
group was forced to halt all exertion. Nevertheless, it 
is still a fact that the functional pain is likely to occur 
more often at rest than on effort. A very helpful diag- 
nostic point observed both in this study and in other 
personal experience is the onset of organic coronary 
pain on exertion when it is preceded by a meal, a situa- 
tion which I have never observed with functional chest 
pain. 

Just as with exertion, angina pectoris of coronary 
origin is usually linked with emotional upheaval. In 
my experience, emotional factors are associated much 
more prominently with the onset of functional chest 
pain—to such a degree, in fact, that I feel that possibly 
a heretofore erroneous impression has existed which 
might bear revision after careful review. From my 
observation, it has become increasingly suggestive that 
any instance of chest pain brought on chiefly by emo- 
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tional upheaval is presumably noncardiac. It has been 
repeatedly observed that patients with proved organic 
anginal pain very often develop an additional chest pain 
of a rather different character together with left sterno- 
costal tenderness when they experience emotional 
crises, with the result that they are able to describe the 
coexistence of two distinct but overlapping pain syn- 
dromes. 


In this connection, the rather novel and very inter- 
esting subject of findings connected with palpation of 
the anterior chest wall is significant. The areas of chief 
concern are the right and left sternocostal junctions 
and the left precordium. 

Among patients in this study, when mild or mod- 
erate pressure of the fingers was applied to the areas 
mentioned, a tenderness sufficient to cause wincing and 
drawing back was found in 53 of the 69 patients in the 
functional group; it was found in only 9 of the 41 or- 
ganic cases. This tenderness was most prominent 
around the left third to seventh sternocostal junctions 
and was seen in this area in 47 per cent of the func- 
tional cases. A wincing tenderness of the left pre- 
cordium in the region of the fourth to sixth intercostal 
space was found in 22 per cent of the functional group, 
while 7 per cent of this group revealed marked tender- 
ness in both these areas. This last feature was entirely 
absent in the organic group. It is most significant that 
the patients who had tenderness in the left sternocostal 
region showed no tenderness in the corresponding loca- 
tions on the right. 

It is this syndrome of tenderness in these areas as 
described, in patients with functional chest pain, for 
which I have chosen the description of “left sterno- 
costal syndrome.” 

The exact nature of this symptom complex is by 
no means clear and is even more mysterious in the light 
of the negative roentgenographic and pathologic find- 
ings. 

Clinically, I have observed this syndrome in pa- 
tients between 35 and 75 years of age, the average age 
being about 50 years. It is overwhelmingly more promi- 
nent in females in the climacteric or postclimacteric 
age group. These patients are generally hyperkinetic, 
chronically overanxious, somewhat introverted, easily 
depressed, and usually overresponsive to subthreshold 
irritants. 

The symptomatology described by the patient con- 
sists of an aching, stabbing, or cramping pain in the 
left parasternal or precordial region, often radiating 
under the left breast and around to the dorsal area or 
down the left arm. The pain is induced by physical 
effort or by emotional upset, and very often occurs at 
rest during day or night. It sometimes accompanies 
movements of the thorax and arms. After careful clin- 
ical and electrocardiographic observation, I have deter- 
mined that the pain on physical exertion, such as walk- 
ing up a hill, is produced by the normally increased 
respiratory movements of the ribs, sternum, and shoul- 
ders; this increased movement apparently aggravates 
the already existing process at the sternocostal joints. 
It may be reproduced during examination by having 
the patient perform exaggerated respiratory and arm- 
movements while at rest. 

The principal physical findings have already been 
described. No portion of the chest wall other than the 
two areas mentioned is sensitive. There are no palpable 
or visible deformities, protrusions, or pulsations. The 
skin is normal and, by esthetic sense, is bilaterally 
equal. The breasts are free of any pathologic change. 
The remaining physical examination is completely nega- 
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tive for any related abnormality. X-ray, laboratory, 
and electrocardiographic examinations are consistently 
negative for any suggestive structural, metabolic or cir- 
culatory defect. Biopsies of the tissues in the involved 
grea have revealed little or no derangement of histo- 
logic structure. However, the small number of patho- 
logic studies completed places limited value on these 
results; more thorough tissue study is definitely in 
order. 

An accurate differential diagnosis of this syndrome 
hinges mainly on awareness of its existence, with an 
aggressive suspicion in the presence of the surrounding 
circumstances described. Fear of coronary artery dis- 
ease is the principal reason for which the patient is 
seen. The chief differential features from coronary dis- 
ease are: First, the fine shadings of contrast in the 
historical facts, such as type, location, onset, radiation, 
and relief of pain, as partially indicated in this survey ; 
second, the patient’s ability to continue exertion after 
meals in the presence of pain; third, the normal elec- 
trocardiogram during painful episodes and after exer- 
tion; and fourth, therapeutic trial with methods to be 
described. 

Other conditions which might produce similar 
symptoms include osteoarthritis ; specific bone disease, 
such as myeloma or granuloma; gastric disease, partic- 
ularly hiatus hernia and neoplasm; breast cancer ; and 
metastatic invasion. These disorders all may be ruled 
out readily by adequate history, physical examination, 
and appropriate x-ray and laboratory procedures. In 
connection with breast disease, the sternocostal tender- 
ness may be elicited after the breast is pushed aside 
during examination, a procedure which usually serves 
to reduce the patient’s anxiety. 

Tietze’s syndrome* has been mentioned prominent- 
ly in connection with chest wall pain. However, this 
condition is rather easily ruled out since its diagnosis 
is based essentially on the presence of a bulbous or 
fusiform tender swelling of the second and sometimes 
the third costal cartilage. Other contrasting findings are 
the average age of the patient (40 or under) and the 
frequent presence of cough or upper respiratory infec- 
tion along with pain and swelling. 


Treatment 


In the management of the sternocostal syndrome, 
the most important single procedure is repeated reas- 
surance of the patient. By the time we have seen these 
patients, practically every type of therapy for coronary 
disease has been tried, with no success whatever. The 
patient is always frightened, frequently depressed, and 
sometimes cynical. He must be encouraged to begin 
exercising again, to go out regularly, and perhaps to 
resume some occupation. Occasionally a system of 
graduated calisthenic exercises is very useful. As these 
patients become gradually more active and find they are 
not incapacitated or doing themselves any harm, even 
with some pain present, they regain confidence and de- 
velop a more positive attitude toward their future 
health. 

In the presence of persistent pain and tenderness, 
or in cases of unusually sensitive, apprehensive, or un- 
stable patients, additional measures are indicated. I 
have had striking success with the use of hormones, 
mobilizing manipulation of the dorsal, vertebral, and 
rib segments, and ACTH and hydrocortisone, all of 
these in varying combinations. Local infiltrations of 
hydrocortisone and procaine were performed with ex- 
cellent results in two patients having marked tenderness 
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around the upper left margin xiphoid. Mild sedation 
was useful as a stabilizer at the beginning of treatment 
in some instances. 

A good response to the use of these modalities is 
usually evident within 2 or 3 days, with complete free- 
dom from discomfort accomplished by the third week. 
Recurrences of mild tenderness have been noted in 
some cases, but repetition of therapy brings about a 
prompt response in less time than was required at first. 
Following the initial period of improvement, more pro- 
longed maintenance therapy is often required. For this 
phase of the treatment, the combination of hormones 
and manipulation has proved satisfactory. Some pa- 
tients continue to have a very mild sensitivity in the 
area, but the extreme tenderness and spontaneous sub- 
jective pains are absent. 

The fact that these therapeutic measures have been 
successful in this persistent and confusing syndrome 
leads quite naturally to speculation about its etiology. 
Anatomically, it has been pointed out* that the second 
to sixth sternocostal junctions are true joints with a 
synovial lining. In this event, these junctions would be 
subject to any process which affects joints generally. 
However, the absence of laboratory and x-ray findings 
and the selectivity for the left side seen in this syn- 
drome remains unexplained. 

A great deal has been written®*° about chest pain 
and tenderness on the basis of trophic alterations, neu- 
rovascular reflexes, et cetera, but these are always men- 
tioned in connection with myocardial infarction or 
shoulder-joint disease, neither of which was present in 
the patients included in this survey. The presence of 
cervical and dorsal osteopathic spinal lesions in many 
of these patients does not appear entirely explanatory, 
since these lesions may be secondary to the sternocostal 
syndrome on a reflex basis, just as readily as primary 
or causative. 

The reasons for the beneficial effect of hormones 
are obscure, unless the emotional stabilization derived 
from these substances can be accepted as a factor. It is 
my belief that hormones bring about changes of a more 
concrete nature, perhaps anabolic or trophic. The good 
response obtained with the corticosteroids would sug- 
gest a syndrome in the nature of an inflammatory or 
stress reaction; localized collagen disease, such as 
chondritis, is a major possibility. 

To my knowledge, the literature contains no de- 
scription of or reference to this syndrome. Prinz- 
metal,’! of the University of California, published a 
paper in 1955 describing what he called an “anterior 
chest wall syndrome” ; however, he presented it as be- 
ing principally a postinfarction state, saying that “it 
occurs very commonly from 4 to 6 weeks after coronary 
occlusion.” He added that it may occasionally be seen 
in healthy individuals, indicating the relative rarity of 
such a finding. The description of this postinfarction 
chest pain specified that “pain is elicited by pressure on 
any part of the chest,” and that physical exertion 
and emotional tension are not important precipitating 
factors. 
On the basis of my findings, both in this series 
and elsewhere, an entirely unrelated syndrome is sug- 
gested, especially since in no case in which I have seen 
this condition was there a history of myocardial infarc- 
tion, with a suggestion of clinical coronary disease only 
in rare instances as cited. Of course, it is true that both 
the sternocostal syndrome and pain of coronary origin 
could be found in the same patient. 

The importance of the left sternocostal syndrome 
rests on two facts: First, that it is very often misdiag- 
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nosed for many years as persistent coronary artery dis- 
ease and is treated accordingly, usually with very un- 
happy results; and second, that something could ac- 
tively be done about it therapeutically by a physician 
who is aware of the syndrome and its context. 


Summary and conclusions 


The differentiation of chest pain of organic cardiac 
origin from pain of a functional nature is very impor- 
tant if undue anxiety and cardiac invalidism on the 
part of the patient are to be prevented. The custom of 
diagnosing cardiac disease because of the presence of 
chest pain merely from a brief history appears to be 
somewhat prevalent. 

A clinical survey and analysis was undertaken in 
an attempt to demonstrate more clearly points of simi- 
larity and difference in organic and functional chest 
pain. The material, criteria, and methods used in the 
survey have been described. The results of this clinical 
study have been brought out and discussed. The study 
revealed essentially that functional and organic chest 
pain were extremely similar in their relationship to ex- 
ertion, location of pain, radiation of pain, and sympto- 
matic relief from nitroglycerin. The study further re- 
vealed a particular relationship of functional chest pain 
to emotional upset, climacteric symptoms, and tender- 
ness of the chest wall, particularly in the left para- 
sternal area. 

A syndrome arbitrarily designated as the “left 


COLLES’ 
FRACTURE* 


KARL P. B. MADSEN, D.O. 
Oakland, California 


1. APPEARS that this very common fracture 
of the distal end of the radius is being treated with 
less concern than it properly deserves. An extensive 
survey by Bacorn and Kurtze* of more than 2,000 
cases of Colles’ fractures from the New York State 
Workman’s Compensation Board is concluded with a 
series of detailed observations which testify to the 
seriousness of the injury. The average permanent loss 
of function of the hand in the total number of cases 
was found to be 24 per cent. The investigation led 
the authors to make three recommendations, namely: 

1. Accurate reduction 

2. Adequate immobilization 

3. Early and persistent active motion. 

The importance of the first two recommendations 
is borne out by Gartland and Werley,? who analyzed 
a series of healed Colles’ fractures, each of which had 
been manipulated by the closed method. Immobiliza- 


*Presented at the annual meeting of the American Osteopathic 
Academy of Orthopedics, Boston, Massachusetts, October 26, 1958. 
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sternocostal syndrome” has been described, with a dis- 
cussion of its epidemiology, etiology, treatment, and 
significance. 

40 E, 61st St. 
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tion was effected by lightly padded dorsal and volar 
splints held in place by gauze bandage. The splints 
extended from the metacarpal heads to below the 
elbow. The wrist was held in palmar flexion and ulnar 
deviation for 2 weeks. New splints were then applied 
with the wrist in neutral position. The total period of 
immobilization was 6 weeks. The authors concluded, 
aside from the specific fracture incurred, that insuf- 
ficient reduction and present inadequate methods of 
immobilization are the factors responsible for unsatis- 
factory functional results in healed Colles’ fracture. 
Recognizing the poor cosmetic and functional end 
results occasioned by failure to restore and maintain 
the component parts of the lesion until healed, De- 
Palma® treated 28 cases of comminuted Colles’ frac- 
tures by ulnar pinning. This ingenious method is 
carried out on a fracture table with the patient under 
general anesthesia. The extremity is suspended by 
special finger traction apparatus and fixed counter- 
traction at the elbow to regain full length of the radius. 
The surgeon then molds the elements of the fracture 
with his fingers, into near-anatomic position. An as- 
sistant holds the arm in full supination and moderate 
volar flexion while the surgeon drills a threaded wire 
measuring 3/32 inch obliquely through the ulna, into 
the radius and its styloid process. The pin is clipped 
off under the skin and the arm is immobilized in a 
circular cast extending from the metacarpal heads to 
the elbow. In the beginning of the series, pin and 
plaster were removed at the end of 6 weeks. However, 
this period of immobilization, as in the experience of 
Gartland and Werley,’? did not preclude recurrence of 
deformity. It was therefore considered essential to 
continue fixation for a minimum of 8 weeks. This 
method yielded a large percentage of excellent and 
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good results. Success was attributed to complete re- 
duction of the fracture and firm fixation during the 
period of healing. 

It is apparent from the preceding discussion that 
there is a direct relationship between anatomic restora- 
tion of the distal end of the radius and the results 
obtained. Skeletal fixation and suspension of the molded 
comminuted distal end of the radius until healing is 
complete have much to offer in attaining this goal. 
Thus the search continues for a more efficient method 
of treatment of Colles’ fractures. In the meantime, a 
large percentage of these injuries are, of necessity, 
treated by closed manipulation and plaster fixation. 

It is the purpose of this paper to emphasize im- 
portant points of detail in this form of treatment. For, 
in spite of the many pitfalls attendant upon this method 
of treatment, successful outcome can be greatly en- 
hanced by meticulous technic and close observation. 


Anatomy of the fracture 


Colles’ fracture may be defined as a break of the 
distal 1 inch of the radius, with or without fracture of 
the styloid process of the ulna. The fractures may be 
divided into three groups: 


1. Transverse, without articular involvement 

2. Comminuted, with minimal articular incon- 
gruity 

3. Comminuted, with gross articular splintering 
extending into the radioulnar joint. 

The classical “silver fork” deformity of the wrist 
comprises four distinct components, as follows: 

1. Dorsal tilt 

2. Radial shortening 

3. Diminution of radial deviation often associated 
with a supination twist of the distal fragment 

4. Disruption of the distal ,radioulnar joint. 


Normally the articular surface of the radius has 
a volar tilt varying from 1 to 23 degrees. This in- 
clination is measured in plus degrees. Conversely, a 
dorsal tilt is measured in minus degrees. The normal 
tilt of the articular surface of the radius from the 
styloid process toward the ulna ranges from 15 to 30 
degrees. Alteration of these angles, as contrasted to 
the normal side, offers valuable information in treat- 
ment and prognosis. Experience indicates that even if 
all of the components have been completely reduced, 
a certain amount of recurrent deformity is inevitable. 
This fact can be explained by the loss of substance by 
compression of the cancellous bone and by spreading 
of the shattered distal fragments in the comminuted 
fractures. 


Method of treatment 


I prefer to hospitalize all patients with fresh frac- 
tures requiring manipulation. It is deemed advisable 
to manipulate any fracture showing evidence of de- 
rangement of the normal anatomy. The extremity is 
examined carefully, noting breaks in the skin or as- 
sociated traumata to elbow and shoulder joints. A 
survey is made of the sensory distribution of the hand 
to rule out possible injury to the nerve supply. Roent- 
genograms in the anteroposterior, lateral, and oblique 
planes are considered essential for the initial survey. 
The oblique view may demonstrate the relatively rare 
concomitant navicular fracture. Reduction is usually 
performed soon after admission provided there are no 
coexisting contraindications, because I believe that the 
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opportunity to mold the fragments into optimum po- 
sition is greatest soon after fracture. 

The patient is placed in supine position on the 
roentgen table and anesthetized with Pentothal sodium. 
When complete relaxation has been obtained, the af- 
fected extremity is lifted laterally to 90 degrees abduc- 
tion and flexed to 90 degrees at the elbow, the arm 
resting on the table. The surgeon clasps the hand, 
exerting straight traction on the wrist while slowly 
bringing the arm into pronation as an assistant pro- 
vides firm countertraction at the patient’s elbow. When 
full length of the radius has been restored, as deter- 
mined by inspection and palpation, the fragments are 
molded with the thumb and index fingers of the sur- 
geon and traction reduced to light tension. The as- 
sistant is next instructed to grasp the thumb and the 
three middle fingers with both hands, the fifth finger 
being left free to prevent narrowing of the hand. While 
still maintaining light traction, pronation, and 90- 
degree flexion at the elbow, the arm is carried into 
vertical suspension. The extremity is then padded 
with an even layer of sheet wool from the base of the 
fingers to the upper third of the humerus. Stockinette 
is never used in the primary cast because it is subject 
to wrinkling and is cumbersome about the hand during 
final molding of the cast. I use fast-setting plaster 
gauze soaked in tap water. Three five-layer plaster 
slabs measuring 3 by 15 inches or 4 by 15 inches, 
depending upon the size of the patient, form a con- 
venient foundation for the cast. The first slab, placed 
on the volar surface from the distal palmar flexion 
crease to the elbow, is overlapped by the second which 
reaches to the upper limit of the sheet wool. The third 
is applied in U fashion medially and laterally over 
the 90 degree flexed elbow. The cast is completed by 
circular plaster gauze from the metacarpal heads to 
the upper third of the humerus. 


The manner in which the plaster is placed about 
the wrist and hand is of considerable importance, for 
herein lies the secret of success. Maintenance of re- 
duction depends upon being able to hold the radius 
in ulnar deviation, pronation, and volar inclination 
until sufficient healing has occurred to preclude settling 
of the distal fragment into prereduction state. The 
assurance of continuous pronation, so essential in im- 
mobilizing the distal fragment, is greatly enhanced by 
including the elbow in the cast. Particular effort is 
made to shape the plaster about the second metacarpal 
bone since this point of contact provides the corrective 
force to hold the hand in abduction. It is of equal im- 
portance to avoid placing a tight constricting band 
deeply into the soft interdigital tissues of the thumb 
and second metacarpal bone. While the plaster sets, 
final molding of the cast into moderate ulnar deviation 
and volar flexion is accomplished by the surgeon 
against light countertraction on the fingers by the as- 
sistant. If. trimming is necessary, it is carried out 
at this time to provide full freedom of finger motion. 


Postoperative roentgenograms are made in two 
planes. The adequacy of reduction is ascertained im- 
mediately and is guided by standard rules or compari- 
son with the normal side. It should be borne in mind 
that a residual dorsal tilt of the distal fragment results 
in a weak and disabled wrist, depending upon the 
degree of deformity. A volar tilt of plus 10 to 15 
degrees is average and allows for several degrees of 
the inevitable settling that occurs during the period 
of healing. However, a dorsal tilt of 3 to 5 degrees 
in a healed fracture is compatible with good function. 
Radial shortening, deviation, and loss of radioulnar 
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integrity, though undesirable, have proved of minor 
importance as contrasted to a residual dorsal tilt. If 
the roentgenograms show that the reduction is not 
acceptable, the procedure is repeated. 

The technic of reduction of over-riding transverse 
Colles’ fractures without comminution differs from 
that for the comminuted type in that traction alone may 
prove inadequate for repositioning of the fragments. 
It is then necessary to increase the deformity by angu- 
lation and push the distal fragment off the proximal 
end in order to engage and reduce the fracture. Once 
apposed, the fracture is fairly stable and can be treated 
in a cast, excluding the elbow. 

No heat, massage, or treatment by electric modali- 
ties are used in the postoperative management of 
Colles’ fractures in my practice. The affected arm is 
elevated on a pillow or occasionally suspended until 
swelling is controlled. An intensive program of active 
finger movements is begun immediately after the ma- 
nipulation. The exercises are performed repeatedly, 
day and night, during waking hours. Upon discharge, 
a member of the family is also admonished regarding 
the importance of persistent active flexion and exten- 
sion of all finger joints. If the hand becomes unduly 
swollen, the case is split medially and laterally. The 
trimming or splitting may not interfere with the ef- 
ficiency of immobilization; thus the molded portion, 
supporting the second metacarpal head, is not inter- 
rupted. The partially split shell may be compressed as 
the swelling subsides. 

When the patient becomes ambulatory, the arm 
is supported in a sling. The extremity is carried through 
its full range of motion several times daily to avoid 
shoulder stiffness. On the tenth day roentgenograms are 
repeated, and the efficiency of the cast inspected. If 
the cast is loose, it is replaced. Conversely, should the 
fragments have become displaced, the wrist is rema- 
nipulated with the patient under Pentothal sodium 
anesthesia, and a full-length closely fitting cast is 
applied. 

The plaster is removed after 6 weeks and roent- 
genograms repeated. If the distal fragment appears 
unstable a new full-length cast is deemed necessary. 
On the other hand, if stability appears sufficiently 
advanced, a forearm cast is utilized. The original po- 
sition of the forearm and hand remains unchanged for 
a period of 8 weeks, or longer if roentgenograms and 
stress symptoms indicate incomplete firm union. After 


> In 1958 there was more paralytic poliomyelitis in the 
United States than in 1957. The rates for paralytic cases 
were highest in l-year-olds, and more than half of all 
paralytic cases occurred in children under 5 years of age. 

Despite the high susceptibility of the Nation’s pre- 
school children, about a third have had no poliomyelitis 
vaccine. The total unvaccinated population under 40 
years of age, including children and young adults, is 
more than 40 million. . .. More than 50 million persons 
have been vaccinated, and the incidence of poliomyelitis 
has dropped gratifyingly. Seldom, if ever, in the his- 
tory of public health have so many persons taken advan- 
tage so quickly of a major preventive health measure. . .. 
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removal of the cast, stockinette, sheet-wool, and rein- 
forcing strips of tape are applied about the hand and 
wrist to minimize pain during the period of adaption 
to altered anatomy. 


Complications 


Comminuted fractures of the distal radial articular 
surface, when not accurately reduced, constitute a 
serious disability because of the development of trau- 
matic arthritis. The amount of damage to the joint 
ultimately determines the degree of arthritic develop- 
ment. The residual dorsal tilt of the radius presents 
a serious problem because of its effect upon palmar 
and dorsal flexion of the wrist joint. This disability 
far outweighs those of radial shortening, radial de- 
viation, and loss of integrity of the distal radioulnar 
joint. Residual finger stiffness is largely a result of 
ill-fitting plaster casts and should therefore never be 
encountered. Once established, the disability is very 
resistant to treatment. Sudeck’s atrophy, nonunion, 
persistent pain, and limitation of shoulder motion total 
less than 2 per cent of the complications encountered 
in all cases of Colles’ fractures. 


Summary 


Complete reduction of all components of Colles’ 
fracture and adequate immobilization until healed are 
essential for optimum functional end results. 

The severely comminuted fracture of the distal 
end of the radius cannot be maintained without skeletal 
fixation. Attention to detail enhances the efficiency of 
plaster immobilization and increases the percentage of 
good results in Colles’ fracture. A definite program 
of early persistent finger movements is mandatory 
to preserve function of the hand. 


460 Staten Ave. 
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Yet the task remains to carry further the work of im- 
munization. Although the Salk vaccine is not a 100 per- 
cent preventive and although the available data suggest 
that polio-virus continues to circulate even in well-vacci- 
nated communities, it is evident that much of the para- 
lytic poliomyelitis that occurred in 1958 could have been _ 
prevented if more persons had been vaccinated. It is 
equally clear that, by pushing forward with vaccination 
programs now, much can be done to reduce the number 
of paralytic cases that will otherwise occur in 1959 and 
subsequent years—Surgeon General Leroy E. Burney, 
Public Health Reports, February 1959. 
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JULIAN LANSING MINES, D.O., F.A.C.0.0.G. 
Associate Professor of Obstetrics, College of Osteopathic 
Physicians and Surgeons, Los Angeles, California 


EVIDENCE! tends to indi- 
cate that metabolic disorders may lead to liver damage, 
renal insufficiency, and atherosclerosis. Keys,> Gofman 
and his associates,* and Gertler and Garn,’ in their 
studies of atherosclerosis, emphasize the roles played 
by lipids and lipoproteins in its production, as well as 
the relation of cholesterol intake to cholesterol blood 
levels. Peters and Man® have suggested that the ratio 
of serum lipids to each other is more important than the 
consideration of a single lipid, and that serum phospho- 
lipids exert a protective action as colloid stabilizers in 
experimentally produced atherosclerosis. This serves to 
strengthen Browder’s earlier observation® of the an- 
tagonism existing between serum cholesterol and serum 
phospholipids in biologic reactions. It is interesting to 
note that Boyd,’°"! as early as 1934, made extensive 
studies of lipids in normal and pregnant subjects, and 
found that the ratio of phospholipid to cholesterol was 
greater in eclampsia than in other toxic states. He sug- 
gested that the determination of the ratio of phospho- 
lipid to cholesterol might be a means of diagnosing pre- 
eclampsia. 

Since vascular changes such as endarteritis and 
atherosclerosis are commonly seen in the liver and the 
placenta of the patient with toxemia of pregnancy, and 
renal and uterine ischemia is usually present, and in 
view of the fact that a high blood cholesterol level is 
the rule, might the toxemia of pregnancy be the result 
of metabolic disorder rather than of exogenous infec- 
tion or a placental or fetal toxin ? 


Phospholipids 


Phospholipids aid in transporting fatty acids and 
serve as stabilizers of serum colloids and lipids. They 
are also active in the oxidation of fatty acids.’*"* Phos- 
pholipids are made up of a combination of fatty acids, 
mostly of the unsaturated variety, with glycerol, phos- 
phoric acids, and a base such as choline in lecithin, 
ethanolamine, or inositol in cephalins. Phospholipids 
are integrated in every body cell, and the liver appears 
to be the main site of their formation and destruction. 
Coenzyme A and adenosine triphosphate are required 

*Presented at the annual meeting of the American College of Osteo- 
pathic Obstetricians and Gynecologists, Denver, Colorado, February 10, 


1958. This study was accomplished with the aid of a grant from the 
College. 
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for phospholipid synthesis, but the production rate 
within the liver is retarded by cholesterol intake, choline 
deficiency, or acute liver damage.** However, the rate 
of synthesis can be increased by the administration of 
choline and cystine.® 

The serum phospholipid level is approximately 8 
to 12 mg. per 100 ml. expressed as phosphorus, or 200 
to 250 mg. per 100 ml. expressed as lecithin. 


Cholesterol 


Cholesterol is present in the body in the form of a 
free alcohol, as well as a fatty acid ester. Most of the 
absorbed cholesterol is synthesized by and deposited in 
the liver. However, some is synthesized in the intesti- 
nal mucosa, adrenal gland, testes, and the skin.*?* The 
amount synthesized by the liver is ordinarily sufficient 
to cope with the needs of the entire body. Minimal liver 
damage will reduce cholesterol production, but as liver 
damage increases, so does the rate of cholesterol syn- 
thesis.7® 

In fatty infiltration of the liver the cholesterol con- 
tent is increased to a greater degree than the level of 
phospholipid. The cholesterol content of fatty livers is 
especially high where fatty infiltration is encouraged by 
a high cholesterol intake.1®° 

Cholesterol competes with the phospholipids for 
the unsaturated fatty acids and immobilizes them, mak- 
ing them unavailable for phospholipid formation. This 
may account for the reduction in phospholipid turnover 
when a diet high in cholesterol is taken. Cholesterol 
esters are released slowly to the blood, which may re- 
sult in the accumulation of fat with cholesterol feeding 
and reveal the reason for classifying cholesterol as an 
antilipotropic substance. 

It is interesting that choline in large doses will in 
many instances correct the fatty liver, because of its 
ability to remove fat. This places it in the category of 
first-class lipotropic factors and allows it to play the 
role of a very powerful competitor for fat when 
matched with cholesterol. 

Serum cholesterol values range from 120 to 220 
mg. per 100 ml.; 50 to 70 per cent of the cholesterol is 
in the esterified state. Most of it, as is true in the case 
of the serum phospholipids, originates in the liver. 

It is also probably true that the liver is the site of 
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cholesterol phospholipid utilization, breakdown, and ex- 
cretion.?"»?? 


Purpose 


It was the purpose of this investigation to deter- 
mine whether the cholesterol-phospholipid ratio is the 
same in toxic and nontoxic obstetric patients. If the 
phospholipid rise does not keep pace with the cholesterol 
level in toxic patients, and if it does in nontoxic pa- 
tients, this may indicate that these colloid stabilizers 
(phospholipids) are not present in sufficient amounts 
to prevent vascular changes in the toxic patient. 


Materials and methods 


A careful selection of patients was made from 
varied income and social groups, in order to lend bal- 
ance to the results obtained. Patients were classified in 
six groups, as follows: 

1. Those who demonstrated any one or a combina- 
tion of the following symptoms and history : 

a. Excessive weight gain 

b. Urinary albumin and casts 

c. Pitting edema 

d. Excessive rise in blood pressure 

e. Convulsions (ante-, inter-, and postpartum ) 

f. History of previous pregnancy toxemia 

Extensive placental infarction or abruptio 

placenta demonstrated at the time of labor and delive ry. 

2. Patients whose family history indicated one or 
more of the following conditions : 

a. Coronary heart disease 
b. Cardiovascular accidents 
c. Hypertension 

d. Diabetes 

e. Malignancies 

f. Renal disease. 

3. Patients who showed a combination of some one 
or more of the symptoms from the above two groups. 

4. Patients who showed familial and personal ten- 
dencies toward metabolic disorders included in the 
above categories; those patients cooperated fully on a 
strict dietary regimen, consisting of a high protein, 
low fat, low salt intake, reinforced by amino acids and 
vitamin-mineral synergists. 

5. Those patients falling in the above category 
who were noncooperative in following the prescribed 
dietary regimen. 

6. Those patients were designated as controls who 
could not be included in any of the above groups. They 
cooperated fully with the prescribed dietary regimen. 

Number of patients in Groups 1 and 3* exhibiting 
the following toxic symptoms: 


Toxemia in previous pregnancy 
Excessive weight gain 
Albuminuria 

Pitting edema 

Excessive blood pressure rise 
Convulsions 

Abruptio placenta 


WWNANUN 


*This group produced 2 stillborn infants, thought to 
be a result of placental inadequacy. 


Patients whose family history denoted the fol- 
lowing : 

Coronary heart disease 8 

Cardiovascular accidents 8 
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Diabetes 2 
Hypertension 6 
Malignancy 


The phospholipid-cholesterol ratios were deter- 
mined during the last trimester of pregnancy in an ef- 
fort to obtain the highest possible cholesterol readings, 
in accordance with the present medical consensus. 
Serial determinations were made on a special group of 
3 patients in all trimesters because these patients ex- 
hibited unusually strong tendencies, both familial and 
personal, toward possible pregnancy toxemia. They 
were very compliant with the plan supplied to Group 4 
patients, and their laboratory findings will be listed 
separately. 

No special significance has been attached to age 
or parity of the patient, and all subjects were provided 
with a clearly defined high protein, low fat, low salt 
diet with vitamin and mineral supplements. 

The phospholipid-cholesterol ratio determinations 
obtained for the entire group were based on the choles- 
terol determinations of Bloor?* and the serum lipid 
phosphorus determinations (modified) of Youngburg.™* 


Findings 


The following figures represent the end results of 
the tests made on the members of the previously desig- 
nated groups: 


Number of Mean Mean 
Group patients cholesterol phospholipids Ratio 
1 12 337 10.2 33:1 
2 7 301 10 30:1 
3 5 391 10.4 38 :1 
4 10 224 9 25:1 
5 7 330 10 33:1 
6 10 240 10.1 24:1 


Serial tests were made on 3 patients who were under therapy from 
the first trimester of pregnancy. The average early ratio was 30:1, and 
the average late ratio was 23:1. 

All above computations are expressed in mg. per 100 cc. 


Summary and conclusions 


An attempt was made to arrive at phospholipid 
cholesterol ratios which might indicate the presence of 
impending toxemia, in an effort to aid the physician in 
preventive management. The patients in Group 3, 
whose history evidenced familial tendencies toward 
metabolic disorders and whose personal history denoted 
classical symptoms of pregnancy toxemia, showed a 
ratio of 38:1, which was by far the highest of the ratios 
determined. The patients in Group 1, exhibiting toxic 
symptoms alone, showed a mean ratio of 33:1, which 
was the second highest of the ratios. However, it is in- 
teresting to note that the patients of Group 2, whose 
family history showed evidence of metabolic disturb- 
ances, also indicated a relatively high ratio of 30:1, 
which should suggest to the obstetrician that extreme 
caution should be exercised in the management of pa- 
tients in this category. These tests, although performed 
on a very small number of patients, suggest the possi- 
bility that metabolic disorders in the family background 
can play an important role in susceptibility to the toxe- 
mia of pregnancy. 

That adequate dietary management can be of great 
importance in the prevention of toxemia syndromes is 
illustrated by the cooperative Group 4, showing a ratio 
of 25:1, and in the noncooperative Group 5, showing a 
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ratio of 33:1. The 3 cases designated for serial testing 
could be considered significant also, when we review 
the early findings of a ratio of 30:1 compared with the 
late findings of 23:1 after therapy. 

The ratio of 24:1 in Group 6, the control group, 
coupled with the above 23:1 ratio and the 25:1 ratio 
of the cooperative Group 4, might permit us to estab- 
lish a categorical critical ratio point of 25:1, beyond 
which the possibility of a progressive toxemia might be 
anticipated. 


Comment 


To date I have placed great emphasis on the im- 
portance of including sufficient amounts of lipotropic 
factors, methyl donors, and sulfhydryl-containing sub- 
stances, in addition to vitamin-mineral supplements, in 
the diet as a deterrent to the development of pregnancy 
toxemia.”° In addition to the above, it is felt now that 
consideration should be given to the inclusion of essen- 
tial fatty acids in the diet of pregnant patients, because 
recent research has produced evidence that a high 
blood cholesterol level may be reduced by the addition 
of essential fatty acids to the diet. Essential fatty acids 
are considered to be unsaturated fatty acids containing 
a large portion of linoleic acid or other highly unsat- 
urated fatty acids. 

Cholesterol is considered the characteristic sterol 
of animal fats. However, vegetable oils generally con- 
tain mixtures of similar components denoted as sitoster- 
ols. As sitosterols are absorbed only slightly, they 
could interfere with the absorption of cholesterol, there- 
by reducing serum cholesterol levels. Certain vegetable 
oils, when added to the diet, have depressed the plasma 
cholesterol, but not affected the phospholipid status.*° 
The encouraging results obtained may have been due to 
the presence of essential fatty acids. Unsaturated veg- 
etable oils containing linoleic acid and/or other unsat- 
urated fatty acids, seem to be the agents for decreasing 
cholesterol concentrations. 

These small fragments of information do not form 


a picture which we can see clearly, but may serve as - 


part of a mosaic which will be completed at some fu- 


ture time. 
3540 Multiview Drive 


P Statistical Table Exhibiting the Mean Height of 
American Recruits—The following, extracted from Sur- 
geon General Thos. Lawson’s report, exhibits the mean 
height of 1800 men taken as they were entered upon the 
recruit list filed in the Adjutant General’s Office. The re- 
sults are given for 100 men from each State. No recruit 


: under 5 ft. 5 in. is received. 

: Greatest 
Six feet height 

. State andover Ft. In. 

° Tennessee 18 6.3 

Maine 11 6.2 

Vermont and 

° New Hampshire 6 6.1 
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Was the difference due to climate? 
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Massachusetts 

and Connecticut 5 6.3 
North Carolina 24 6.33% 
Georgia 30 6.6% 
South Carolina 15 6.4% 
Alabama 17 64 
Virginia 15 6.2 
New York 4 6.1% 
Pennsylvania 5 6.1 
New Jersey 

and Delaware 6 6.1 
Maryland 9 6.2 
Illinois 17 6.3 
Missouri 8 6.1% 


From the American Journal of Medical Sciences, 
Vol. 35, 1858, reprinted in The Journal of Pediatrics, 
February 1959. 
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Doors THE past 10 years, a variety of cor- 
ticosteroid hormones has been shown to have great use- 
fulness in suppressing the clinical symptoms of allergic 
disease.'*° The mode of action of these substances is 
obscure, although it is believed to occur at the cellular 
level, since specific tissue responses to the inciting sub- 
stances or allergen are significantly reduced® so long as 
use of the drug is maintained. Immediate dramatic 
improvement is often elicited in allergic states by corti- 
costeroid administration. Usually, however, when treat- 
ment is suspended, the condition returns unless the 
offending agent no longer exists, since corticosteroid 
administration does not alter the fundamental disease 
process. 

Because corticosteroids must often be administered 
for extended periods, the undesirable effects which a 
given hormone elicits determine its potential usefulness 
in clinical practice. The principal undesirable responses 
observed in patients include hirsutism, unusual fat dis- 
tribution (sometimes manifested by facial rounding, or 
moon facies), hypertension, glycosuria, acneform erup- 
tions, and psychic disturbances. 

Recently, a steroid hormone known as triamcino- 
lone has been developed as a derivative of hydrocorti- 
sone and prednisolone. Triamcinolone exerts powerful 
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TABLE I.—TREATMENT OF 34 PATIENTS WITH VARIOUS ALLERGIC DISEASES 


TRIAMCINOLONE (kKenacorty in 
the management of ALLERGIC states 


Clinical Professor of Allergy 
Philadelphia College of Osteopathy 
Philadelphia, Pennsylvania 


corticoid activity with markedly reduced side effects. It 
has already been reported to have excellent suppressive 
activity in allergic diseases.** The present report, 
which concerns a clinical trial carried out in 34 patients 
with various allergic manifestations, confirms the re- 
ported usefulness of triamcinolone* in the management 
of disorders with an allergic component. 


Materials and methods 


The 34 patients included in this study were seen 
in my office practice. They represented the following 
diagnoses: Pollinosis, 14 cases; bronchial asthma, 9 
cases ; chronic cor pulmonale, 3 cases ; rhinitis, 2 cases; 
drug allergy, 2 cases; and food allergy, eczema, con- 
junctivitis, and serum sickness, 1 case each. 

Triamcinolone was administered orally in a dosage 
adjusted to the severity of the condition being treated. 
Usually, in adults, 8 mg. of the drug were given after 
breakfast and again after dinner for the first 2 or 3 
days of treatment. The dosage was then reduced to 8 
mg. once daily after breakfast, and was maintained at 


*The triamcinolone used in this study was supplied as Kenacort by 
the Squibb Institute for Medical Research, New Brunswick, New Jersey. 


Duration of 


Side effects 


Muscle cramps in 1 patient 

Repeated muscle cramps and flushing 
in 1 patient ; moon facies and hirsutism 
noted in I patient given repeated 10- 
day courses of therapy over 5 weeks; 
1 patient reported nausea and vertigo 


Flushing and muscle cramps; drug 
' stopped after 5 days 


Number treatment 
Diagnosis of patients (weeks) Results 
Pollenosis 14 1 to2 7 excellent; 6 good; 1 fair 
Bronchial asthma 9 lto5 4 excellent; 4 good; 1 fair for 
asthma and excellent for asso- 
ciated urticaria 
Drug allergy 2 1 1 good; 1 excellent 
Chronic cor pulmonale 3 2to8 1 good (2 weeks); 1 fair; 
1 poor 
Rhinitis 2 1 good; 1 poor 
Conjunctivitis 1 - 1 good 
Food allergy 1 1 1 fair 
Eczema 1 1 1 excellent 


Serum sickness excellent 


Total 
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this level for 1 to 2 weeks, if necessary. When therapy 
had to be maintained further, the dosage was reduced 
to 4 mg. or even to 2 mg. daily after breakfast. For 
children, 4 mg. daily after breakfast was usually suffi- 
cient to maintain symptomatic relief from most allergic 
manifestations. 


Results 


All of the 14 patients with pollinosis experienced 
dramatic relief of symptoms in 8 to 12 hours. The 9 
patients with asthmatic symptoms were relieved within 
24 hours after treatment began. Good to excellent re- 
lief was obtained in all the other conditions treated, 
including rhinitis, drug allergy, eczema, conjunctivitis, 
serum sickness, and chronic cor pulmonale, with the 
exception of a single case of food allergy. The ma- 
jority of patients required treatment for only 1 to 2 
weeks and none was treated for more than 5 weeks 
continuously. 

In most patients, no undesirable effects whatever 
were seen. In only 5 patients was there evidence of any 
untoward response. Muscular cramps were reported by 
3 patients, and in 1 these were so severe that triam- 
cinolone was discontinued after only 5 days of adminis- 
tration. One patient, who was given several 10-day 
courses of therapy over a period of 5 weeks, developed 
moon facies and hirsutism. A fifth patient reported 
nausea and vertigo while on triamcinolone. 

All patients were examined for evidence of dia- 
betes and nephritis, but in none was any evidence 
found. No rise in blood pressure was recorded in any 
patient during treatment, even in those having cardiac 
complications when first examined. Blood pressure 
readings before and after treatment for 3 hypertensive 
patients in the series are shown in Table II. 


TABLE II.—EFFECT OF ADMINISTRATION OF 
TRIAMCINOLONE ON BLOOD PRESSURE IN PATIENTS 
WITH HYPERTENSION 


Duration of 
treatment Blood pressure (mm. Hg) 
Case no. (weeks) Before treatment At end of treatment 
1 2 180/105 154/100 
2 8 170/100 152/96 
3 4 180/104 150/94 
Discussion 


In my experience, triamcinolone has proved to be 
a superior drug for management of the allergic condi- 
tions for which it has been administered. In 28 of the 
34 patients studied, a good to excellent clinical response 
has been seen, and in several of the remaining 6 pa- 
tients a significant measure of improvement was noted. 
Undesirable effects have not been troublesome, and have 
required discontinuance of triamcinolone in only a sin- 
gle individual. ; 

While the use of corticosteroids in allergic disor- 
derst provides only symptomatic relief and does not 
remove the specific cause or alter the disease process, 
these powerful drugs are, even so, extremely valuable 
in the management of these disorders. Triamcinolone 
appears to be distinctly superior to the corticosteroids 
previously available. I have obtained equivalent clinical 

¢It is interesting to note that steroids, unlike antihistamines, do not 
interfere with reactions in allergy skin testing by either the scratch or 


intradermal method. Skin testing has been successfully employed in pa- 
tients to whom Kenacort has been administered. 
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results with approximately half the dosage of triam- 
cinolone in milligrams that was formerly employed of 
prednisolone, not only in patients with similar condi- 
tions but even in the same patient. 


Summary 


Triamcinolone (Kenacort) has been employed in 
a series of 34 patients with various allergic diseases. 
Good to excellent clinical remissions were obtained in 
28 of these patients. Undesirable effects were noted in 
5 of the 34 patients and were sufficiently severe to re- 
quire discontinuation of therapy on only 1 of the 5. 

My experience indicates that triamcinolone is a 
superior corticosteroid which provides prompt relief in 
a high percentage of patients presenting allergic symp- 
toms. 


Addendum 


Since this paper has been prepared, I have used 
triamcinolone to treat 3 allergic patients with concomi- 
tant herpes zoster infections. The first patient, a 76- 
year-old woman, developed a severe case of herpes 
zoster. This patient was allergic to all opiates, and al- 
though she was hypertensive (blood pressure: 240/120 
mm. Hg.) she was given a course of triamcinolone 
therapy. In 48 hours, pain had disappeared and the 
skin lesions were markedly improved. The second pa- 
tient, a 29-year-old man, also developed herpes zoster. 
Since the first patient had responded so well, this pa- 
tient was also given triamcinolone. Within 24 hours 
the skin lesions were remarkedly improved and pain 
had disappeared. The third patient, a 59-year-old 
woman who was hypersensitive to many drugs, includ- 
ing opiates, developed herpes zoster. A short course of 
triamcinolone therapy soon had this patient’s symptoms 
well under control. All 3 of these patients had only 7 
days of treatment with gradually decreasing doses, 
starting with 16 mg. (8 mg. after breakfast and 8 mg. 
after dinner). It is interesting to note that after ther- 
apy, the first patient’s blood pressure was reduced to 
180/100 mm. Hg. 

Although steroid therapy is contraindicated in 
herpes ophthalmicus, these 3 patients with herpes zoster 
responded very well to triamcinolone administered in 
small doses. No relapses have been observed. All 3 pa- 
tients were also given a broad-spectrum antibiotic for 4 
or 5 days during steroid administration. The results 
obtained in these 3 cases certainly suggest further in- 
vestigation of the use of triamcinolone in herpes zoster, 
since all symptoms including pain were relieved within 
24 to 48 hours. 


1930 Chestnut St. 
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L. HAS BECOME increasingly evident that low 
fibrinogen levels are related to numerous hemorrhagic 
disorders. Acquired hypofibrinogenemia is associated 
with amnionic fluid embolism,’ premature placental sep- 
aration,’ long-standing fetal death,® metastatic carcino- 
ma,* and severe hepatocellular or obstructive jaundice.**® 
In addition, plasma fibrinogen may be low or absent 
when no acquired factors can be established. These 
conditions have therefore been ascribed to genetic ab- 
normalities. Approximately 25 cases of congenital 
afibrinogenemia have been reported since the initial ob- 
servation made by Rabe and Salomon.’ Congenital hy- 
pofibrinogenemia has been recognized even less fre- 
quently. In the past 3 decades only 5 well-documented 
cases have appeared in the literature.*® 

Profibrinolysins, fibrinolysins, fibrinogenolysins, 
and a number of inhibitors appear to be important fac- 
tors in regulating the blood fibrinogen concentrations. 
Which enzymes are genetically affected remains specu- 
lative, since analytic technics for routine clinical use are 
not yet available. Therefore, it is the purpose of this 
report to present several simple methods which can be 
used to evaluate the circulating fibrinogen. Using these 
technics, a clinical case of apparent congenital hypo- 
fibrinogenemia has been investigated. 


Materials and methods 


Coagulation time.—The Lee and White procedure 
was performed. Normally, clotting should occur in 5 
to 15 minutes. 

Clot retraction time.—According to the Budtz-Ol- 
sen method,” 3.0 ml. of blood were placed in a test 
tube and incubated at 37 C. The clot was observed at 
4, 1, 2, and 24 hours. 

Bleeding time.—Ivy’s method was used. 

Capillary fragility test——The modified technic out- 
lined by Wintrobe™ was employed. 

Prothrombin content.—The amounts of prothrom- 


*From the Departments of Pathology, Los Angeles County Osteo- 
pathic Hospital and College of Osteopathic Physicians and Surgeons, Los 
Angeles, California. This work was supported in part by a grant from 
the Attending Staff Association of the Los Angeles County Osteopathic 
Hospital. Dr. d’Ablaing is pathologist and Dr. Searcy is clinical bio- 
chemist at the Hospital. 
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Congenital HY POFIBRINOGENEMIA 
LABORATORY evaluation of a case* 


bin were estimated by the methods of Owren,’? and 
Ware and Stragnell.** 

Prothrombin consumption test——Prothrombin 
utilization was measured by the method of Ware and 
Stragnell.* The blood was allowed to clot in a glass 
tube at 37 C. with adequate agitation for 1 hour. Pro- 
thrombin measurements were then carried out on the 
serum using technics indicated above. Normal serum 
treated in this manner will contain less than 20 per cent 
residual prothrombin. 

Fibrinogen and fibrinolysis determinations.—Using 
the procedure of Ware and his co-workers," a clot was 
formed from diluted plasma by the addition of throm- 
bin. The fibrin was removed and quantitated from the 
color produced after dissolving in Biuret reagent. With 
this procedure the normal values for fibrinogen are be- 
tween 0.25 and 0.35 gm. per cent. Fibrinolysis was es- 
timated by comparing the fibrin yield in two separate 
tubes before and after incubation at 37 C. for 18 hours. 
This fibrin yield should agree well with that obtained 
30 minutes after clotting, and it indicates no appre- 
ciable lysis. 

Plasma and serum protein electrophoresis —A 0.06 
ml. sample of fresh plasma or serum was placed on the 
Spinco Model R apparatus, using a veronal buffer 
(pH 8.6) of 0.075 ionic strength. A current of 2.5 ma. 
was passed through the strips for 16 hours. The strips 
were then fixed at 120 C. and dyed with an alcoholic 
solution of bromphenol blue. The stained protein bands 
were scanned on the Spinco Model RB Analytrol. 


Clinical and laboratory observations 


An 18-year-old white male was referred to the 
hospital on October 5, 1958, for treatment of a small 
laceration of the wrist. Pressure bandages for over 24 
hours failed to promote hemostasis. After this time 
bleeding ceased and a clot formed over the wound. 
Another hemorrhage occurred on January 6, 1959, 
when the patient had uncontrolled epistaxis for 6 hours. 

The history revealed previous hemorrhagic episodes 
following minor trauma. Six years earlier, a prolonged 
clotting time had been observed during an examination 
preceding tonsillectomy. Following the operation the 
patient was. reported to have bled profusely for 24 
hours. It was learned that the patient’s brother, after 
a similar operation, had experienced severe hemorrhage 
which required surgical hemostasis. The patient’s moth- 
er related that she and her mother suffered from recur- 
rent epistaxis, and that she had been subject to profuse 
menorrhagia and metrorrhagia before surgical meno- 
pause. 

The boy’s history was negative for the use of 
drugs, exposure to chemicals, or allergies which might 
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Fig. |. Appearance of blood from the patient and control after in- 
cubation at 37 C, for 24 hours. 


account for a bleeding tendency. The only systemic 
disease of any significance had been rheumatic fever, 
incurred at the age of 7. Physical examination showed 
the patient to be a normally developed, well-nourished 
adolescent male with no pertinent abnormalities. 

Laboratory tests showed a hemoglobin level of 14.3 
gm. per cent and leukocyte count of 7,800 with 40 per 
cent neutrophils and 60 per cent lymphocytes. The 
hematocrit was 42 mm. with a buffy coat of 1 mm. A 
random urine specimen was yellow and acid, and had a 
specific gravity of 1.025. No sugar or albumin was de- 
tected. The urinary sediment contained no casts, ery- 
throcytes, or bacteria. The VDRL was nonreactive 
and chest x-ray was normal. The cephalin-cholesterol 
flocculation was 2 plus, thymol turbidity was 3 units, 
and the serum transaminase was not elevated. 

At the patient’s first visit the Lee and White clot- 
ting time was 20 minutes, which is considered pro- 
longed when compared to a normal control. Two days 
later it was 14 minutes, which is just within the normal 
range. The direct thrombocyte count was 250,000 per 
cu. mm. Clot retraction was prompt at 1 hour. When 
the clot was observed after 24 hours it appeared lysed. 
A large volume of red cells had separated from the clot 
and settled to the bottom of the test tube (Fig. 1). The 
isolated clot was irregularly pitted and grooved. Fur- 
thermore, it was less resilient and more friable than a 
normal clot. However, the presence of an abnormal 
lysin could not be demonstrated in vitro. The plasma 
prothrombin content was 110 per cent of control. The 
consumption test showed less than 10 per cent. pro- 
thrombin remaining in the serum. 

The serum level of total proteins was 7.6 gm. per 
cent with an albumin value of 4.6 gm. per cent and 
globulin 3.0 gm. per cent. Electrophoresis demonstrat- 
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ed a normal distribution of the serum proteins. The 
plasma fibrinogen levels as determined chemically on 
four separate occasions (Table 1) were decreased or 
at the lower limits of normal. The fibrinogenopenia was 
strikingly illustrated when the plasma proteins were 
separated electrophoretically. Figure 2 shows the plas- 
ma electrophoretic patterns of the patient and of a 
normal individual. Although the albumin concentrations 
were the same in both plasmas, the patient’s fibrinogen 
peak was only one third that of the control. 


TABLE I—PLASMA FIBRINOGEN LEVELS 


Posthemorrhage Plasma fibrinogen 


Examination period (gm. per cent) 
date (days) 
10-23-58 18* 0.19 
10-25-58 20 0.22 
11-12-58 38 0.26 
1-6-59 0.18 


*Period following hemorrhage due to wrist wound. 
tPeriod following epistaxis. 


Discussion 


On the basis of normal capillary fragility it ap- 
peared unlikely that alterations in the vascular epi- 
thelium or the intracellular cement substance were re- 
lated to the hemorrhagic tendency. Therefore, the 
various coagulation components of the ‘blood were 
studied. 

The clotting time was prolonged on one occasion 
and at the upper limits of normal on another. Wintrobe** 
states that such findings may be related to a deficiency 
in antihemophilic globulin (AHG), plasma thrombo- 
plastin component (PTC), plasma thromboplastin ante- 
cedent (PTA), prothrombin, factors V and VII, or 
fibrinogen. In addition, an extended clotting time may 
indicate the presence of heparin or other circulating 
anticoagulants. 

A lack of AHG, PTC, PTA, prothrombin, or fac- 
tors V and VII was not considered as a causal agent 
because the prothrombin consumption was greater than 
90 per cent. The plasma prothrombin content was nor- 
mal according to the methods of Owren” and Ware and 
Stragnell.** Quick’s method’® was not employed, since 
a prolonged prothrombin time may be obtained when- 
ever the plasma fibrinogen is low. 

The hemorrhagic tendency did not appear to be 
related to an exogenous circulating anticoagulant, since 
there was no history of such drug therapy. Also throm- 
bocytopenia could not be contributory. Thrombasthenia 


Fig. 2. Plasma protein electrophoretic pattern of the patient (left) 
and a control (right). 
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was not considered an etiologic factor in view of the 
evidence of normal bleeding time and satisfactory clot 
retraction. However, an apparent abnormality was not- 
ed following clot retraction. Many of the red cells were 
no longer enmeshed in the fibrin network after 24 
hours, indicating either inadequate fibrin formation or 
clot lysis. No appreciable fibrinolytic activity could be 
demonstrated by incubating the patient’s fibrin for 18 
hours at 37 C. Nevertheless, these findings do not nec- 
essarily rule out the presence of a fibrinolysin. As 
pointed out by Phillips and Skrodelis,7 an active fi- 
brinolysin can destroy fibrinogen by intravascular hy- 
drolysis. The lysin can then be rapidly inactivated. 
This lability of the active fibrinolysin often makes it 
difficult to detect in vitro. The lack of adequate fibrin 
to form a well-organized clot is further reflected in the 
persistently low fibrinogen levels. The lowest concen- 
trations of this protein on two occasions were preceded 
by a bleeding episode. After one hemorrhage the fi- 
brinogen level of 0.19 gm. per cent increased over a 
period of several weeks to 0.26 gm. per cent. However, 
when the patient was examined several days after a 
bout of profuse epistaxis, the plasma fibrinogen had 
again dropped to 0.18 gm. per cent. This cyclic fluctua- 
tion in fibrinogen concentrations is consistent with the 
observations of Stefanini and Dameshek,’* who state 
that in cases of congenital hypofibrinogenemia the plas- 
ma levels of this protein may vary from 0.01 to 0.80 
gm. per cent. It appears likely that for an uncontrolled 
hemorrhage to occur, the trauma must be associated 
with low circulating levels of fibrinogen. Therefore, 
to establish a diagnosis of deficiency, frequent fiibrino- 
gen determinations must be performed. 

The hemorrhagic tendency in this patient is best 
explained as a congenital defect in fibrinogen metab- 
olism, because acquired factors could not be demon- 
strated. Although a 2-plus cephalin-cholesterol floccu- 
lation was observed, all the other clinical and laboratory 
findings showed liver function to be unimpaired. The 
familial history of bleeding follows the hereditary pat- 
tern associated with congenital fibrinogenopenia. This 
disease is believed to be transmitted as a recessive, 
nonsex-linked characteristic. Therefore, it may mani- 
fest itself in the male or female members of a family. 
In this case the mother, maternal grandmother, and 
male sibling reported mild to severe bleeding episodes. 


Summary and conclusions 


A hemorrhagic diathesis of unknown etiology has 
been investigated using various laboratory technics. The 


P In the past, certain factors known to affect public 
health adversely could be engineered out of the physical 
environment. Today, there is needed a revealing analysis 
of the social environment which blocks the way of abun- 
dant public health. Most of the degenerative diseases, 
which constitute our major health problems, have psycho- 
social components. The so-called psychosomatic diseases 
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Factors affecting public health 


procedures found most valuable in diagnosing fibrino- 
genopenia were: (1) the Lee and White clotting time, 
(2) observation of clot formation and retraction over a 
24-hour incubation period, and (3) frequent quantita- 
tive determinations of plasma fibrinogen. In the ab- 
sence of acquired factors a recurrent subnormal fibrino- 
gen level is best ascribed to an inherited abnormality, 
However, the specific factors which are genetically al- 
tered in fibrinogen metabolism cannot be elucidated until 


refined analytic technics are available. 
1721 Griffin Avenue 
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such as hypertension, peptic ulcer, rheumatoid arthritis, 
thyrotoxicosis, and schizophrenia have direct psychiatric 
determinants; others such as obesity, alcoholism, and 
coronary artery diseases have at least indirect relations 
to sociocultural patterns of diet, anxiety reduction, and 
stress—Thomas Parran, M. D., Public Health Reports, 
October 1958. 
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| HE WRITTEN MATERIAL on various types of 
herniations of abdominal viscera through the diaphragm 
is voluminous. Although almost all papers have con- 
tributed something valuable to a diagnostically elusive 
pathologic process, they are still not in agreement con- 
cerning etiology, symptomatology, and clinical and 
roentgenographic findings. However, it is disagree- 
ment that urges investigation of all phases of a disease 
so that adequate diagnosis and treatment may be made 
possible. 

This paper is an attempt to correlate the findings 
of more experienced investigators and to report my 
own observations during a period of residency in radi- 
ology. It is hoped that the material presented here will 
be of some value in the diagnosis of this pathologic 
process. 


Definition and incidence 


Ritvo and Shauffer! define diaphragmatic hernia as 
“a protrusion of any abdominal viscus into the thoracic 
cavity through an opening in the diaphragm,” and state 
that it may result from “imperfect development, ana- 
tomic weakness, or trauma.” Practically every abdomi- 
nal organ has been reported to have herniated through 
the diaphragm. All hernias occur from below upward, 
because of positive abdominal pressure below and the 
negative thoracic pressure above. 

Much controversy arises in reporting the incidence 
of herniations. Between 1908 and 1926, only 399 cases 
were reported at Mayo Clinic. Ritvo and Shauffer? re- 
ported an incidence of between 0.02 and 1.2 per cent, 
with hiatal hernia occurring in 98 per cent of the group. 
Evans* reported an incidence of 3.47 per cent in upper 
gastrointestinal examinations ; 89.6 per cent were eso- 
phageal hiatal hernias, and 92.6 per cent of these were 
of the sliding variety. Texter and his associates* report- 


*Submitted to the faculty of the Philadelphia College of Osteopathy 
in partial fulfillment of the requirements for the degree of Master of 
Science, May 1958, and to the American Osteopathic Board of Radiology 
in partial fulfillment of the requirements for certification. This paper 
was written during a residency served in part under the direction of 
A. E. Kegerreis, D.O., chairman of the Department of Radiology, Lan- 
caster Osteopathic Hospital, Lancaster, Pennsylvania, and in part under 
the direction of Paul T. Lloyd, D.O., director of the Department of 
Radiology, Hospitals of the Philadelphia College of Osteopathy, Phila- 
delphia. 
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ed an incidence of 9 per cent in upper gastrointestinal 
tract studies. At Lancaster Osteopathic Hospital dur- 
ing a l-year period (1955-1956) an incidence of 3.1 
per cent in patients having gastrointestinal x-ray ex- 
aminations was observed. 

It would appear that incidence of diaphragmatic 
hernia is increasing; however, this is not a justifiable 
conclusion. Rather, more physicians in general practice 
are becoming aware of the existence of such a patho- 
logic process and are referring patients for roentgeno- 
graphic examination. The radiologist has improved his 
methods of evaluating the esophagogastric area and is 
now focusing more attention on the passage of opaque 
media through the diaphragm. A particular interest in 
this area has led me to examine all patients having gas- 
trointestinal examinations for a possible diaphragmatic 
hernia regardless of their age or symptomatology. This 
approach has been fruitful many times in that hernia- 
tions were revealed which had previously been over- 
looked. 

Hernias have been reported in patients of all age 
groups from infancy to old age. The majority of cases 
have been found in the age groups between 40 and 70 
years, with a slight predominance of females. A fa- 
milial factor has not been proved.? 


Anatomy 


Thorough knowledge of the normal anatomy of 
the diaphragm, distal esophagus, and gastric cardia is 
necessary to fully understand the pathology and symp- 
tomatology of herniations through the diaphragm. 


The diaphragm is described as a dome-shaped fi- 
bromuscular structure separating the thoracic and ab- 
dominal cavities. For convenience it is divided into 
three components: (1) The sternal portion, which 
arises from the posterior surface of the xiphoid process 
as a pair of narrow muscular slips that pass backward 
and insert into the central tendon; (2) the costal por- 
tion, which arises from the inner surfaces of the lower 
six costal cartilages and inserts into the anterolateral 
borders of the central tendon; and (3) the vertebral 
portion. The vertebral portion, in turn, has two com- 
ponents: (1) The crura, which are a pair of musculo- 
tendinous structures arising from the first, second, and 
third lumbar vertebrae on the right and first and second 
lumbar vertebrae on the left. They pass upward and 
cross in front of the aorta and then separate as they 
approach the central tendon, forming the opening for 
the esophagus. Recent studies indicate that the esopha- 
geal hiatus is made up in most instances by the right 
crus alone. The right crus splits up into a thin superfi- 
cial (anterior) and a thick deep (posterior) group of 
muscles. The superficial group alone forms the right 
margin of the hiatus and the deep group crosses to 
form the left margin. (2) The lateral arcuate ligament 
arises from the transverse process of the first and sec- 
ond lumbar vertebrae and crosses the first part of the 
quadratus lumborum to attach to the twelfth rib 
(Fig. 1). 

There are three openings in the diaphragm: The 
aortic opening lies slightly to the left of the midline 
and anterior to the first lumbar vertebra. The esopha- 
geal hiatus lies at the level of the tenth dorsal vertebra 
above, anterior to and left of the aortic opening. The 
opening for the vena cava lies at the level of the eighth- 
ninth dorsal intervertebral disk, anterior to and right of 
the esophageal hiatus. In addition to the above open- 
ings, two potential openings exist: the pleuroperitoneal 
hiatus, and the foramen of Morgagni. The pleuroperi- 
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toneal hiatus, also called Bochdalek’s hiatus, results 
from a failure of fusion of the lumbar and costal por- 
tions of the diaphragm. The foramen of Morgagni, 
also called Larrey’s space or parasternal space, results 
from a defect in the union of the costal and sternal 
portions. The foramina of Morgagni lie on either side 
of the inferior aspect of the sternal attachment. The 
superior deep epigastric vessels pass through this area 
(Fig. 2). 

The inferior surface of the diaphragm is covered 
by abdominal transversalis fascia. This fascia covers 
the cardia of the stomach and passes upward through 
the esophageal hiatus, covering the distal esophagus 
and inserting into the adventitia of the esophagus. As 
the fascia passes through the hiatus, it is separated from 
the esophagus by loose areolar tissue. This portion of 
the infradiaphragmatic abdominal transversalis fascia 
is referred to as the phrenoesophageal ligament, or the 
diaphragmaticoesophageal membrane. The strength and 
thickness of this ligament are major factors in main- 
taining the cardia in its normal infradiaphragmatic po- 
sition (Fig. 3). 

As the esophagus approaches the diaphragm to join 
the stomach a small dilatation is seen. This dilatation 


Pleuro- peritoneal 
hiatus 


Morgagni 


is called the esophageal ampulla and lies between the 
diaphragmatic crura. After passing through the hiatus 
the esophagus continues for 2 to 3 cm. and joins the 
cardia of the stomach. This portion of the esophagus, 
sometimes referred to as the abdominal esophagus, 
blends imperceptibly with the distended stomach.’ Pal- 
mer® refers to this portion of the esophagus as the 
gastroesophageal vestibule, limited above by the in- 
ferior esophageal sphincter and below by the constric- 
tor cardiae muscles. This segment may be completely 
or partially lined with gastric mucosa (Fig. 4). Fleisch- 
ner® is not in agreement that an abdominal portion of 
the esophagus exists. He prefers to call this area the 
cardiac antrum, and to locate the occluding mechanism 
between the esophagus and stomach at the level of the 
diaphragm. 

This problem has been the subject of controversy 
for many years, since the location of the esophagogas- 
tric junction is very important in the diagnosis of mini- 
mal nonincarcerated hiatal hernias. Silver clips have 
been attached to the mucosal surface at the point of 
change from esophageal mucosa to gastric mucosa, in 
an attempt to locate the esophagogastric junction on the 
roentgenogram.®** The location varies with individuals 
as well as with phases of respiration. The esophagus 
moves up and down as a whole in relation to the dia- 
phragm, and the mucosal tube moves within the muscu- 
lar tube of the esophagus. From these experiments it 
is obvious that one cannot state that the esophagogastric 
junction is located at a specific level in relation to the 
diaphragm, and that deviations of this site represent the 
presence of a small hiatal hernia, or that a hiatal hernia 
is going to develop in a particular individual. To add to 
the fallaciousness of basing a diagnosis on the location 
of the change of mucosal characteristics of a patient, 
one may be reminded of the established condition in 
which gastric glands are located in the esophagus. 

Further controversy and confusion in this area 
arise in attempting to determine the anatomic reason 
for the sphincteric action between the esophagus and 
stomach. Astley and Carre,® in their work on gastro- 
esophageal incompetence in children, describe the 
esophagogastric valve mechanism between the esopha- 
gus and stomach as having three components: (1) The 
pinchcock action of the right crus (this is largely the 
esophageal hiatus) ; (2) the oblique entry of the esoph- 
agus into the stomach; and (3) the sphincter of the 
lower esophagus. Loss of the first two components re- 
sults in regurgitation, herniation, and shortening of the 
esophagus. 

Normally, gastric contents should not regurgitate 
into the esophagus. The factor or factors preventing 
regurgitation therefore become very important. Fleish- 
ner’ believes the slinglike action of the right crus is 
the only feature effective in preventing reflux. His ob- 
servation is tenable and has been confirmed many times 
by myself and certainly by others. During swallowing, 
the opaque bolus is seen to come to a temporary arrest 
at the level of the diaphragm and then to pass through 
as though a valve had opened. If the patient takes a 
deep breath as the material is passing through the dia- 
phragm the stream will be interrupted as long as in- 
spiration is maintained, only to resume its flow as nor- 
mal expiration follows. The site of interruption is the 
same as the area in which the initial bolus came to a 
temporary arrest during quiet respiration. There is an 
integrated action between respiration and passage of 
material into the stomach. This phenomenon is a val- 
uable sign, as will be pointed out in the discussion of 
diagnosis. 
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Fig. 3. Relationships of the diaphragmaticoesophageal membrane. 


Classification 


There are many classifications of diaphragmatic 
hernias, based upon etiology, pathology, roentgenology, 
and clinical findings. Hernias can be either congenital 
or acquired. The acquired type, with the exception of 
those having a traumatic factor, are predisposed by a 
congenital weakness, either from failure of fusion of 
embryonic diaphragmatic components or failure of 
descent of the stomach from the thorax at the time of 
fusion of the diaphragmatic leaflets. 

Harrington’ proposed a classification which has 
gained widespread acceptance. His classification is as 
follows : 


1. Nontraumatic 
a. Congenital (embryonic deficiency ; usually no sac pres- 
ent) 
1. Pleuroperitoneal hiatus (through the foramen of 
Bochdalek) 
2. Esophageal hiatus 
3. Parasternal (through the foramen of Morgagni or 
Larrey’s spaces) ‘ 
4. Partial absence of diaphragm (usually posterior) 
b. Acquired 
1. Esophageal hiatus (sac present) 
2. Through the region of fusion of the anlage of the 
diaphragm 
3. Sites listed under congenital types 
2. Traumatic 
a. Caused by direct or indirect injury, or by inflamma- 
tory necrosis of the diaphragm. 
Traumatic hernias may occur anywhere in the dia- 


Fig. 4. One theory of location of the gastroesophageal vestibule. 
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phragm but they are usually located at the dome and 
the posterior aspect of the left hemidiaphragm. When 
a hernia occurs through the esophageal hiatus a sac is 
present; however, no sac is present when the hernia 
occurs through a diaphragmatic leaflet. 

Hernias following pyogenic processes result from 
subdiaphragmatic abscesses or drainage tubes from 
empyemic cavities. These hernias usually are located 
posteriorly and no sac is present. 


Esophageal hiatus hernia 


This is the most common type of hernia found in 
adults. Usually the stomach is the only structure her- 
niated, but because of the slowly progressive sliding 
nature of the hernia, the stomach, colon, omentum, and 
spleen may be displaced to the posterior mediastinum. 

Etiology.—Congenital types of hiatal hernias are 
the result of faulty embryonic fusion or delay in de- 
scent of the stomach. During embryonic life the 
stomach is a thoracic organ. If the stomach does not 
descend into the abdomen at the time of fusion of dia- 
phragmatic components a large hiatus will result. 
Usually the stomach will descend to its proper position 
in later life, with the exception of those rare instances 
where a short esophagus is present.’° 

Acquired esophageal hiatal hernias are actually the 
end result of increased intra-abdominal pressure on a 
weakened diaphragmatic segment. Factors increasing 
intra-abdominal pressure are: trauma, obesity, preg- 
nancy, severe constipation, constricting garments, 
chronic cough, abdominal tumors, ascites, enlarged 
prostate interfering with normal elimination, and lying 
on the abdomen following meals.*?-1® 

Thoracic factors leading to hiatal hernias are: in- 
flammatory processes of the esophagus with resultant 
cicatricial changes producing narrowing and shortening, 
mediastinal tumors displacing the esophagus, carcinoma 
of the esophagus, esophageal ulcer, and cardiac enlarge- 
ment.?® 

Pathogenesis——It is believed by Schatzki that 
small hernias occur naturally in late life as a result of 
loss of areolar tissues and decreased elasticity of the 
connective tissues of the diaphragm, in turn causing re- 
laxation and displacement of the muscular tissue of the 
esophageal hiatus.** 

Most esophageal hiatus hernias are covered by a 
sac of peritoneum from the diaphragm. The sac lies in 
the posterior mediastinum behind the mediastinal 
pleura, but does not protrude into the pleural space. 

Some hernias are held in a fixed position above the 
diaphragm but others slide freely through the hiatys. 
There is little difficulty in identifying fixed hiatal her- 
nias, but sliding hiatal hernias may remain below the 
diaphragm during the entire course of examination 
unless some procedure causes the stomach to slip above 
the diaphragm. 

A small hiatal hernia is frequently a borderline 
pathologic condition and may not appear clinically sig- 
nificant, but at any time it may become larger and lead 
to catastrophic sequelae. 

The term “sliding hernia,” as used in this paper, 
identifies those hernias in which the herniated portion 
of the stomach is freely movable through the enlarged 
esophageal hiatus. Surgeons use this term to designate 
hernias where the herniated viscus is invested by peri- 
toneum only for a portion of its circumference. This 
partial or complete investment by peritoneum, while 
important in surgical repair, cannot be accurately deter- 
mined preoperatively. However, pulsion type hernias 


497 


| 
id 
> 
i ¥ 


levated Esophagus 


Orifice 


Fig. 5. Esophageal hiatus hernia. 


or axial type hernias are usually only partly covered, 
in contradistinction to the paraesophageal or rolling 
type which is completely enclosed.° 

In paraesophageal hernias, the outpouching of dia- 
phragmatic peritoneum precedes hernation of the 
gastric fundus. It is doubtful that this early change has 
been identified roentgenographically. Humphreys, Fer- 
rer, and Wiedel’ state that a peritoneal sac called the 
infracardiac bursa, which is believed to be a persistence 
of the pneumatoenteric recess of the embryo, may pro- 
trude through the hiatus, laying the groundwork for 
paraesophageal types of hernias. 

A rare type of hernia results from the absence of 
muscular fibers between the esophagus and aorta.? 

Harrington’ divides “true” esophageal hiatus her- 
nias into two groups: In the first type the esophagus 
is of normal length and the lower end is not elevated 
above the diaphragm ; however, a portion of the stom- 
ach is elevated into the posterior mediastinum beside 
the esophagus (Fig. 5). This he calls a paraesophageal 
hiatus hernia. These hernias are usually small and rare- 
ly involve one fourth of the stomach; they are enclosed 
in a peritoneal sac. This type of hernia is referred to 


Fig. 6. Paraesophageal hiatus hernia. 
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by Fleishner® and Texter* as “rolling,” and by Sweet's 
as “parahiatal.” 

In paraesophageal hiatal hernias the phrenoesopha- 
geal ligaments and gastric vessels are firm, thereb 
holding the cardia and lesser curvature below the dia- 
phragm. The fundus and greater curvature protrude 
up beside the cardia and esophagus. Bands of muscle 
may separate the cardia and hernial sac.77°*® Fleish- 
ner’ does not agree that fibers of diaphragmatic muscle 
are interposed between the esophagus and herniated 
stomach. He believes that an outpouching of the dia- 
phragmatic peritoneum between the hiatal vein and 
esophagus precedes herniation of the gastric fundus, 
He also believes vestigial clefts may play a part in 
some cases ; the indentation between the esophagus and 
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Fig. 7. Stages of development of hiatal hernias. Upper left, normal 
relationships, in which all peritoneum is reflected onto the dia- 
phragm anterior to the cardia. Upper right, stage I, in which the 
cardia is above the hiatus and the anterior peritoneal fold is drawn 
backward to the level of the hiatus. Lower left, stage Il, in which 
the esophagus is shortened to a level well above the diaphragm, the 
hiatus has enlarged, and a fold of peritoneum has entered the chest. 
Lower right, stage III, in which the fundus has been allowed by fur- 
ther hiatal stretching to roll upward beyond the level of the cardia, 
carrying with it a large fold of peritoneum. 


gastric fundus actually represents a persistence of the 
cardiac incisura. 

In Harrington’s® second type, the esophagus is of 
normal length but the esophagogastric junction is ele- 
vated above the diaphragm. The herniated portion is 
larger and may contain omentum and bowel. This is 
the most prevalent type of hernia. Harrington thinks 
this is a later manifestation of the first type. Fleishner® 
identifies this as the axial or concentric type while 
Texter’ calls it a sliding or short esophageal hiatal 
hernia (Fig. 6). In this case, the hiatus is also dilated, 
the phrenoesophageal ligament is stretched and 
thinned, and the left gastric vessels are long and lax. 
The esophagogastric angle is obtuse, the valvelike 
action of the mucosa is gone, and the cardiac sphincter 
above does not prevent reflux of gastric contents into 
the esophagus. The esophagus may appear short be- 
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Fig. 8. Pulsion type paraesophageal hiatal hernia. 


cause of either contraction of longitudinal fibers or 
scarred fibrous contraction of advanced inflammatory 
changes. The former is probably more common be- 
cause the esophagus stretches to normal length when 
the stomach is returned below the diaphragm. 

In the first stage of development the cardia is 
above the esophageal hiatus. The esophagus loses its 
acute angle of entry into the stomach. The hiatus en- 
larges by a spreading of the posterior crural fibers. 
The anterior peritoneal fold is drawn backward and 
is just at the hiatus but not actually in the thorax. In 
the second stage the esophagus is shortened and lies 


Fig. 9. Pulsion type esophageal hiatal hernia. 
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well above the diaphragm. The hiatus enlarges both 
anteriorly and posteriorly, and a fold of peritoneum 
has entered the chest, rolling back as the stomach 
rises into the chest. In the advanced stage, the gastro- 
hepatic vessels, though stretched, tend to hold their 
posteromedial lesser curvature aspect, but further an- 
terior hiatal stretching has allowed the fundus to roll 
upward to a position higher than the cardia, carrying 
a large fold of peritoneal sac with it’ (Fig. 7). 

Harrington® lists two other esophageal hiatus 
hernias which he calls pulsion hernias. He believes 
they result from atrophy of the elastic fibers of the 
diaphragmaticoesophageal membrane with relaxation 
of the circular muscles about the esophageal opening, 
resulting in an incompetent hiatus. These hernias are 
usually symptomless and are found incidentally in 
elderly patients. 

The first type of pulsion hernias simulate the 
paraesophageal type, but the hernia is smaller and a 
sac is just beginning to form. The esophagus is only 
slightly elevated at the superior border of the dia- 
phragm. This type may develop into a true paraeso- 
phageal hiatal hernia (Fig. 8). The second type of 
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Fig. 10. Congenitally short esophagus with thoracic stomach, 


pulsion hernia has an elevated esophagus with the 
cardia protruding above the diaphragm. No peritoneal 
sac covers the herniated stomach; it is therefore not a 
true hernia. The esophagus enters the cardia at the 
apex of the herniated stomach (Fig. 9). Endoscopic 
examination is essential in differentiating this type of 
hernia from a congenital short esophagus with a thoracic 
stomach or a dilated esophageal ampulla (Figs. 10 and 
11). 

The actual existence of a congenitally short esoph- 


) agus with partial thoracic stomach is held to be debata- 


ble by various authors. Some men claim the esophagus 
shortens as a result of contracting longitudinal fibers 
and of fibrous changes following superficial mucosal 
ulceration of the esophagus after reflux of gastric con- 
tents.1° Others say it does exist, but is not a true 
hernia because the stomach has never descended from 
the thorax where it developed embryonically. The peri- 
toneal sac is present because peritoneal pockets develop 


499 


{18 
: 
id = * 
“Ze | 
te 
AY 
SS 
: 
Esophagus 
e 
Cardia 
“7 
— 


Esophagus Esophageal Ampulla 


Diaphragm 


Gastric 
Cardia 


Fig. 11. Dilated esophageal ampulla. 


before the stomach and diaphragm descend to their 
normal locations. Roentgenographically it is not pos- 
sible to differentiate a short esophagus from a short- 
ened esophagus. This difficulty is not to be taken 
lightly since it is extremely important for the surgeon 
to know the type with which he is dealing prior to 
surgical intervention. 

At this point it may be advisable to discuss the 
physiology and pathophysiology of the esophagus since 
this aspect of the problem plays a very important role 
in the subsequent discussion of symptoms. 

Palmer®?° has been doing considerable investiga- 
tion of esophageal physiology, and his work is worthy 
of mention. The esophageal ampulla, the elusive esoph- 
agogastric junction, and the debatable sphincters have 
been mentioned previously. 

Cross, Kay, and Johnson,”* in their work on neu- 
romuscular imbalance of the esophagus, by using cine- 
fluorography have presented some very valuable in- 
formation concerning intraesophageal pressures. They 
found the base pressure positive in the pharyngeal and 
cricopharyngeal areas of the esophagus, negative in 
the thoracic esophagus, and fluctuating positive-nega- 
tive in the vestibular area. The sites of sphincteric 
action supposedly possessed by the constrictor cardiac 
muscle and the inferior esophageal constrictor have 
not been localized by elevated base pressures as have 
been recorded for the cricopharyngeus muscle. 

These men included hiatal hernia in their study to 
determine the basis of dysphagia and to see if small 
hiatal hernias which are difficult to diagnose by con- 
ventional methods might be demonstrated more ade- 
quately by cinefluorography. They learned that the 
problem of hiatal hernia is not limited to the lower 
esophagus but that neuromuscular imbalance of the 
entire structure plays an important role. In all hernias 
the cardiac sphincteric action is altered in such a way 
that acid peptic secretions are regurgitated into the 
distal esophagus. In uncomplicated cases with mild 
symptoms the incompetence of the cardiac sphincter 
may be of no consequence and regurgitation may be 
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minimal or absent. In the complicated or symptomatic 
cases a breakdown of the cardiac sphincter mechanism 
exists. This places a greater burden on the inferior 
esophageal sphincter because it is the only protective 
device against regurgitation. Repeated attacks of re- 
gurgitated gastric contents produce extensive esopha- 
gitis with resulting lower esophageal stricture. This 
interferes with the competency of the inferior esopha- 
geal sphincter and regurgitation to higher esophageal 
levels occurs. 


Normal esophageal motility may continue in pa- 
tients with hiatal hernia; however, an abnormal mo- 
tility pattern is more frequently found. The transi- 
tional zone between the negative esophageal pressure 
and positive gastric pressure is found at a higher level 
than in patients not having hernias. 


Jenkinson** cited the work of von Bergmann, who 
demonstrated esophageal shortening in rabbits. He 
showed that stimulation of the vagus trunk in the neck 
of the animals produced shortening of the esophagus, 
and in some cases caused the cardia of the stomach to 
extend above the diaphragm. It was suggested that 
hernias may result from traction on the esophagus 
from above in response to a vagovagal reflex initiated 
by some stimulus from an upper abdominal viscus. 
Irritation of the peritoneum by scratching, manipula- 
tion of the lobes of the liver, distention of the gall- 
bladder, and stretching of the stomach causes shorten- 
ing of the esophagus with elevation of the stomach and 
even herniation through the diaphragm. 

(To be concluded in the May Journat) 


References 


1. Ritvo, M., and Shauffer, I. A.: Gastrointestinal x-ray diagnosis. 
Lea & Febiger, Philadelphia, 1952, p. 762. 

2. Op. cit., ref. 1. 

3. Evans, J. A.: Sliding hiatus hernia. 
763, Nov. 1952. 

4. Texter, E. C., et al.: Hiatal hernia and related disorders of 
esophagogastric junction. J. Am. M. A. 160:830-838, March 10, 1956. 

5. Fleischner, F. G.: Hiatal hernia complex; hiatal hernia, peptic 
esophagitis, Mallory-Weiss syndrome, hemorrhage and anemia, and mar- 
ginal esophagogastric ulcer. J. Am. M. A. 162:183-191, Sept. 15, 1956. 
6. Palmer, E. D.: Attempt to localize normal esophagogastric junc- 

Radiology 60:825-831, June 1953. 
7. Humphreys, G. H., II, Ferrer, J. M., Jr., and Wiedel, P. D.: 
Esophageal hiatus hernia of diaphragm; analysis of surgical results. J. 
Thoracic Surg. 34:749-767, Dec. 1957. 

8. Astley, R., and Carre, I. J.: Gastroesophageal incompetence in 
children, with special reference to minor degrees of partial thoracic 
stomach. Radiology 62:351-361, March 1954. 

9. Harrington, S. W.: Roentgenologic considerations in diagnosis 
and treatment of diaphragmatic hernia. Am. J. Roentgenol. 49:185-196, 
Feb. 1943. 

10. Rubin, E. H.: Diseases of chest with emphasis on x-ray diag- 
nosis; principles of surgical treatment. W. B. Saunders Co., Philadel- 
phia, 1947, 

11. Sahler, O. D., and Hampton, A. O.: Bleeding in hiatus hernia. 
Am. J. Roentgenol. 49:433-441, April 1943. 

12. Bugden, W. F., Chu, P. T., and Delmonico, J. 
diaphragmatic hernia. Ann. Surg. 142:851-857, Nov. 1955. 

13. Desforges, G., et al.: Traumatic rupture of diaphragm; clinical 
manifestations and surgical treatment. J. Thoracic Surg. 34:779-797, 
Dec. 1957. 

14. Isaac, F., Wilkins, F. B., and Weinberg, J.: Traumatic and re- 
lated types of diaphragmatic hernia. Radiology 55:527-533, Oct. 1950. 

15. Betts, R. A.: Subcostosternal diaphragmatic hernia with report 
of 5 cases. Am. J. Roentgenol. 75:269-276, Feb. 1956. 

16. Kirklin, B. R., and Hodgson, J. R.: Roentgenologic character- 


Am. J. Roentgenol. 68:754- 


tion. 


E.: Traumatic 


istics of diaphragmatic hernia. Am. J. Roentgenol. 58:77-101, July 1947. 


17. Bockus, H. L.: Gastroenterology. W. B. Saunders Co., Phila- 
delphia, 1946. - 

18. Sweet, R.: Analysis of 130 cases of hiatus hernia treated sur- 
gically. J. Am. M. A. 151:376-378, Jan. 31, 1953. 

19. Miller, G. F., and Doub, H.: Ulcer associated with diaphrag- 
matic hernia. Am. J. Roentgenol. 62:368-374, Sept. 1949. 

20. Palmer, E. D.: Hiatus hernia in adult; clinical manifestations. 
Am. J. Digest. Dis. 3:45-48, Jan. 1958. 

21. Cross, F. S., Kay, E. B., and Johnson, G. F.: Neuromuscular 
imbalance of esophagus associated with hiatal hernia as studied by 
means of cinefluorography and intraluminal pressure recordings. J. Tho- 
racic Surg. 34:736-748, Dec. 1957. : 

22. Jenkinson, E. L.: Lesions of diaphragm. Am. J. Roentgenol. 
62:185-188, Aug. 1949. 


Journat A.O.A. 


ch 
“ZA 
Ting & 
: 
> 


Use of CITRUS BIOF LAVON OIDS 
in habitual ABORTION and 
ERYTHROBLASTOSIS teiais: 


With case reports 


KENNETH E. WARREN, D.O. 
Albuquerque, New Mexico 


| HE MATERNAL death rate has been stead- 
ily declining in recent years, yet the prenatal death rate 
has shown little, if any, decrease. It still remains one of 
the major problems of medical science. Prenatal death 
may be brought about directly or indirectly by one or 
more of a number of unrelated factors, such as en- 
docrine and metabolic disturbances, uterine abnormali- 
ties, blood incompatibilities, and premature separation 
of the placenta. 

Toxemia, a common phenomenon in habitual abor- 
tion and erythroblastosis, represents a true challenge in 
relation to prenatal care. According to Novell and De- 
Haan, it occurs in 7.54 per cent of all obstetric cases, 
and its incidence is as high as 40 per cent in habitual 
abortion. The chief factor responsible for toxemia of 
pregnancy is increased capillary permeability, according 
to these authors. As was stressed in a review* of the 
etiologic factors in toxemia of pregnancy, injury to the 
retroplacental capillaries and arterioles should be con- 
sidered as the most important feature in this condition. 
The protein leakage, present in all cases of toxemia of 
pregnancy, has been attributed to dysfunction or injury 
of the retroplacental capillaries.* 

Decidual hemorrhage is often observed in the cases 
of habitual abortion ; according to Javert,* it was found 
in 54 per cent of tissue specimens taken from his pa- 
tients in previous pregnancies. It is also frequent in 
spontaneous abortion specimens; it occurred in about 
61 per cent of Javert’s cases. Moore® considered the 
immediate cause of all abortions to be retroplacental 
hemorrhage. This was confirmed by extensive patho- 
logic investigations by Stander.* Decidual hemorrhage 
in abortion is apparently associated with a localized 
capillary syndrome, characterized by injury to the pla- 
cental capillaries, according to Greenblatt.’ 

A number of cases of purpura associated with 
toxemia of pregnancy have been reported.*** It occurs 
as a rule during an attack of severe pre-eclampsic toxe- 
mia, which might progress to frank eclampsia. It was 
noted by Kaye and Dufault?® that increased capillary 
fragility was present in purpura of pregnancy. It was 
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recently reported by Wells’? that decidual hemorrhage 
of pregnancy, occurring in ovarian deficiency, was also 
associated with increased fragility of the placental 
capillaries. 

It was on the basis of clinical and pathologic find- 
ings which linked decidual hemorrhage with placental- 
capillary injury that it was decided to apply bioflavonoid 
therapy in cases of habitual abortion and erythroblasto- 
sis. A number of investigators'*** have reported that 
C.V.P., a water-soluble bioflavonoid compound, was 
highly beneficial in preventing habitual abortion as well 
as erythroblastosis fetalis. 


During the past 3 years, 29 patients, predominant- 
ly of Spanish origin, who had suffered habitual abor- 
tion and 13 patients who had produced erythroblastotic 
infants were treated with encouraging results with duo- 
C.V.P., containing 200 mg. of water-soluble citrus bio- 
flavonoids and 200 mg. of ascorbic acid per capsule 
(U.S. Vitamin Corporation). In the present report, 
data concerning this clinical study are presented and 
analyzed. 


Habitual abortion 


The results of bioflavonoid therapy in cases of 
habitual abortion are summarized in Table I. All of 
these patients had a history of two or more abortions. 
As may be seen from the tabulation, 5 patients who 
were treated with C.V.P. aborted in the fifth or sixth 
month of pregnancy; in the other 24 cases healthy in- 
fants were born. In analyzing the 5 cases that ended 
in failure, the specific pathologic conditions present 
should be considered. In 2 cases, there was a severe 
retroflexion of the uterus which made normal delivery 
improbable in any instance. In another case, chronic 
salpingitis interfered with the course of pregnancy. In 
the fourth case pronounced hypothyroidism was pres-: 
ent, while in the fifth case chronic cervicitis, grade III, 
was responsible for the abortion. Among the 24 cases 
in which a normal infant was delivered, there were 2 
cases of childbirth in the seventh month, 2 cases of 
placenta previa, and 2 of cesarean section, one per- 
formed at 7% months of pregnancy and 1 at 8 months. 

Postpartum hemorrhage, which so often is ob- 
served in normal delivery, was absent or almost absent 
in these patients. There was a distinctly better healing 
of the episiotomies which I performed. The most en- 
couraging feature of this therapy was an absence of 
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TABLE 1.—THERAPEUTIC EFFECT OF DUO-C.V.P. IN HABITUAL ABORTION 


Viable Period of 
Caseno. Pregnancies offspring treatment Dosage Result Birth weight 
1 6 2 8 mo. 1 t.id. Normal child 8 lb. 
2 4 1 6 mo. 2 wk. 1 t.id. Cesarean; normal 4 Ib. 10 oz, 
3 5 2 6 mo. 1 b.i.d. Normal child 7 |b. 3 oz. 
4 3 0 7 mo. 1 b.i.d. Normal child 6 lb. 12 oz. 
5 5 ] 3 mo. 1 tid. Aborted at 5 mo. 
6 8 3 6 mo. 1 wk. 1 b.i.d. Normal child 9 Ib. 2 oz, 
7 4 1 7 mo. 1 b.i.d. Normal child 7 Ib. 4 oz, 
8 6 ’. 3% mo. 1 b.i.d. Aborted at 4% mo. 
for 1 mo. 
9 10 5 4 mo. 1 tid. Normal child; born + Ib. 6 oz. 
& 1 bid. at 7 mo. 
10 4 0 54% mo. 1 b.id. Normal child 6 Ib. 2 oz. 
11 3 0 6 mo. 1 t.id. Cesarean; normal 4 Ib. 2 oz. 
(placenta previa) 
12 8 5 7 mo. 2 wk. lL b.i.d. Normal child 8 lb. 4 oz. 
13 5 2 6 mo. 1 b.id. Normal child 6 Ib. 8 oz. 
14 3 0 4+ mo. 1 tad. Aborted at 514 mo. 
15 12 5 6 mo. | wk. 1 b.i.d. Normal child 9 Ib. 2 oz. 
16 6 2 6'4 mo. 1 t.id. Normal child 7%. 2.08; 
or 1 q.i.d. 
17 7 3 7 mo. 1 b.i.d. Normal child 8 Ib. 3 oz 
18 5 1 4+ mo. 1 wk. 1 t.id. Normal child; born 4 Ib. 2 oz. 
average at 7 mo. 
19 4 0 7 mo. 1 b.id. Normal child 5 Ib. 4 oz 
20 10 5 7 mo. 3 wk. 1 b.i.d. Normal child 6 lb. 3 oz 
21 7 4 6 mo. 2 wk. Tbh. Normal child 7 lb. 2 oz. 
22 14 8 7 mo. 1 wk. 1 tid. Normal child 8 lb. 6 oz 
23 4 0 6 mo. 1 wk. 1 b.i.d. Normal child 5 lb. 12 oz 
24 6 2 3 mo. 1 tid. Aborted at 414 mo. 
25 9 5 7 mo. 2 wk. 1 b.i.d. Normal child 6 Ib. 10 oz. 
26 5 1 6 mo. 2 wk. 1 b.i.d. Normal child 9 Ib. 2 oz. 
27 10 4 4+ mo. 1 tid. Aborted at 5 mo. 
28 7 3 6 mo. 2 wk. 1 b.id. Normal child 8 Ib. 4 oz. 
29 11 5 7 mo. 1 bid. Normal child 6 Ib. 2 oz. 


toxemia; there was not a single toxic mother in the 
treated group. The amount of blood loss at the end of 
the second and third stages of labor was much smaller 
than expected. In general, the mothers felt better and 
had fewer complaints while taking duo-C.V.P. Gum 
bleeding and epistaxis were absent, and the babies were 
in good condition at birth. Varicosities on the legs, so 
common among the Spanish people, were less in evi- 
dence, and the patients did not complain about pain in 
the legs as much as usual. The following two case his- 
tories are given as typical of this series. 

Case 1.—A 27-year-old white housewife (Case 1, 
Table I) had an obstetric history of five pregnancies, 
four of which ended in abortion at about the third 
month. The second pregnancy had produced a normal 
child. 

On first examination, the patient had been preg- 
nant for approximately 3 months. Some vaginal bleed- 
ing had begun about a week before examination, and 
was associated with intermittent pain. There had been 
no nausea or vomiting. There were lacerations of the 
perineum and cervix; the vulva and vagina were nor- 
mal. There was no vaginal soreness. A whitish vaginal 
discharge was mixed with the blood. 

Urine was normal; results of the Wassermann test 
were negative. The blood was type A, Rh positive. The 
hemoglobin was 89 per cent; there were 4,100,000 
erythrocytes per cu. mm., and 9,650 leukocytes. The 
patient weighed 138 pounds. Her blood pressure was 
72/122 mm. Hg. 

On January 6, 1958, the patient was started on a 
regimen of duo-C.V.P., one capsule three times daily ; 
this treatment was continued through the gestation pe- 
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riod. She was also given calcium. By January 22, the 
vaginal bleeding had ceased, and the patient was feeling 
well. 

The patient complained of headache at the Febru- 
ary 17 visit. Osteopathic manipulative treatment was 
given to the lower spine at that time. On April 12, the 
patient’s weight was 150 pounds, and a pregnancy diet 
was prescribed. There were no complaints at that time, 
nor at any time during the remainder of the gestational 
period. 

On August 9, the patient was admitted to the hos- 
pital. Examination showed the presenting part to be 
at station minus 0, with a 10 cm. cervical dilatation. 
Contractions were occurring every 2 minutes. Within 
30 minutes, the patient had delivered a normal, healthy 
8-pound female. The placenta was delivered intact in 
8 minutes. Bleeding was normal; the uterus was firm. 

Case 2.—A 24-year-old white woman (Case 2, 
Table I) had a history of four pregnancies, with one 
child alive; the three miscarriages had occurred at 2 
months, 3 months, and 414 months respectively. 

At the first examination, the patient complained of 
nausea, low backache, and vaginal discharge for the 
past month. The perineum showed an old laceration, 
and a rectocele and a cystocele were present. The viilva 
was normal, the cervix lacerated, and the uterus too 
small to be palpated clearly. The urine was normal. 
Blood was type O, Rh positive; with a hemoglobin 
value of 90 per cent, and 4,250,000 erythrocytes and 
8,600 leukocytes per cu. mm. The Wassermann test 
was negative. Blood pressure was 86/126 mm. Hg. 
The patient weighed 120 pounds. On December 6, 
1957, the patient was started on a regimen of C.V.P., 
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one capsule three times daily, and calcium pills, one 
daily. 

Ot January 3, 1958, the patient reported lower 
abdominal cramps and spotting. Blood pressure was 
72/128 mm. Hg. Administration of C.V.P. was con- 
tinued. By January 23 there was still some spotting, 
but by February 20 the bleeding had stopped. Again 
on March 24, some bleeding and cramps were reported, 
although fetal movement was satisfactory. Dosage of 
C.V.P. was doubled at that time. Within 2 days the 
bleeding was only slight and the pain had ceased. On 
April 16, dosage was returned to the former level, since 
the patient was feeling well and had no complaints. 
Spotting was reported on May 12, and again on June 9; 
C.V.P. was continued at the regular dosage level. 

The patient was admitted to the hospital on June 
20, with vaginal bleeding. Roentgenographic examina- 
tion showed the placenta to be implanted at a low level. 
On that date, a live female child was delivered by low 
cervical section; birth weight was 4 pounds 10 ounces. 
The mother was in good condition. 

Comment.—In the first case, a woman who had 
four previous abortions, all about the third month, de- 
livered a normal healthy child. Vaginal bleeding was 
arrested in about 2 weeks with C.V.P. therapy. In the 
second case, a patient who had had three previous mis- 
carriages received C.V.P. for 61% months (1 month on 
double dosage) until a bleeding episode in the seventh 
month necessitated cesarean section. Experience in an 
early phase of the latter case would seem to indicate 
that a larger dose of C.V.P. should be administered 
when there is a tendency toward bleeding. 

If the 5 cases of abortion in which specific patho- 
logic conditions were present are omitted from the tab- 
ulation, the result is 100 per cent live infant delivery. 
In my past experience, when other medications were 
used in cases of habitual abortion, the prenatal death 
rate was as high as 50 per cent. The absence of post- 
partum hemorrhage, gum bleeding, and epistaxis and 
the decrease in blood loss during labor, all indicate an 
unquestionable relationship between the beneficial effect 
of bioflavonoids in control of placental hemorrhage and 
the resulting high percentage of normal childbirths in 
this clinical series. 

It must be strongly emphasized that the success of 
bioflavonoid therapy in habitual abortion depends on 
prompt and proper application of C.V.P. Therapy 
shoul: be initiated the moment that pregnancy is in 
evidence and continued without interruption until the 
moment of delivery. If vaginal bleeding occurs, the 
dose of duo-C.V.P. should be increased up to 4 or even 
6 capsules per day. After the bleeding is arrested, the 
dose can be reduced to 3 capsules per day. 


Erythroblastosis fetalis 


Thirteen case histories of Rh-negative mothers 
treated with citrus bioflavonoids are summarized in 
Table II. All these patients had normal deliveries of 
healthy infants except one lost at delivery. This death 
apparently was caused by the coiling of the cord around 
the baby’s neck. There were no premature births and 
no signs of erythroblastosis among the infants. All 
mothers did well during labor; 8 patients were multi- 
gravidas and 5 primigravidas. The following two case 
histories are given as illustrative of the therapy in this 
series of cases. 

Case 3.—A 28-year-old white woman (Case 2, 
Table II) had an obstetric history of three pregnancies, 
with one child living (then 4 years old). A pregnancy 
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2 years before had terminated with a stillbirth. 

At first examination the patient was in the third 
month of pregnancy. She complained of nausea and 
vomiting, occasional spotting, and headache and back- 
ache. The perineum showed an old laceration ; the vulva 
and cervix were normal. Blood pressure was 82/128 
mm. Hg. Hemoglobin was 88 per cent, and there were 
4,120,000 erythrocytes and 9,350 leukocytes per cu. 
mm. Normal results were obtained for urinalysis, and 
Wassermann, albumin, Coomb’s, and saline tests. The 
blood was type A, Rh negative, and there was an Rh 
antibody titer. 

On December 3, 1957, the patient weighed 132 
pounds. At that date she was started on a course of 
duo-C.V.P. capsules, 3 daily. Bonadoxin was given for 
nausea, and prenatal vitamin-mineral capsules were also 
prescribed. By January 2, the patient felt well and re- 
ported no more spotting. Administration of C.V.P. 
was continued. On January 30 she reported an epi- 
sode of slight bleeding after coitus. On that date her 
weight was 139 pounds. At the February 20 examina- 
tion, the patient felt well; there had been no bleeding, 
and fetal movement was normal. 

C.V.P. was continued during the remainder of the 
pregnancy, and the patient continued to feel well. On 
May 9 the fetus was found to be in the right occipito- 
anterior position. The blood pressure remained con- 
stant, and there was no ankle edema. Laboratory tests 
made on June 5 showed negative results in the saline, 
albumin, and Coomb’s tests; there was an Rh antibody 
titer, as before. On June 20, the patient’s weight was 
150 pounds. The fetal head was engaged, and the cervix 
effaced and dilated 1 cm. Good fetal movement was 
observed. 

On June 27, a normal female weighing 7 pounds 2 
ounces was delivered by low forceps. The infant’s 
hemoglobin was 96 per cent; serum bilirubin was nor- 
mal, and Coomb’s test was negative. The placenta was 
delivered intact within 10 minutes after birth of the 
child. 

Case 4.—A 30-year-old white woman (Case 1, 
Table IL) reported six previous pregnancies, three of 
which had resulted in a viable offspring. She did not 
know the cause of the abortions. 

At first examination, she was found to be in the 
third month of pregnancy. She complained of nausea, 
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pain in her legs, and headache. The perineum and vulva 
showed old lacerations ; chronic cervicitis was present ; 
the vagina was normal; the uterus was found at the 
level of the umbilicus, and its tone was poor. The blood 
pressure was 70/128 mm. Hg. Blood type was O, Rh 
negative, with a hemoglobin value of 84 per cent, and 
3,900,000 erythrocytes and 10,128 leukocytes per cu. 
mm. Urine was normal; saline, albumin, Wassermann, 
and Coomb’s tests were negative. There was an Rh 
antibody titer. 

On January 3, 1958, the patient’s weight was 156 
pounds. She was started on duo-C.V.P., three capsules 
daily, and calcium. By February 10 the patient weighed 
165 pounds. Her blood pressure was 84/132 mm. Hg, 
and she was feeling well. A pregnancy diet was pre- 
scribed, and by March 6 she had gained only 1 more 
pound. She reported that some spotting had occurred 
the week before and dosage of C.V.P. was increased. 
At the April 10 visit, the patient reported that spotting 
had ended. C.V.P. was continued throughout the preg- 
nancy, and the patient continued to be in good health. 
On July 11 her weight was 170 pounds. Fetal heart 
rate was 126 per minute, and movement was good. The 
cervix was effaced and dilated 2 cm. There was no 
bleeding. Saline, albumin, and Coomb’s tests were 
negative, and there was an Rh antibody titer. 

The patient was admitted to the hospital on July 


TABLE IJ.—EFFECT OF DUO-C.V.P. IN Rh 
INCOMPATIBILITY 

23 = 
a 
1 6 3. 6 mo. 1 wk. Low forceps delivery ; 

normal child 

2 3 1 6 mo. 2 wk. Normal child 
2 3 1 7 mo. Normal child 
4 3 1 6mo. 1 wk. Normal child 
5 2 1 8 mo. Stillbirth 
6 2 1 7 mo. 1 wk. Normal child 
7 5 6 mo. 2 wk. Normal child 
8 10 6 7 mo. 2 wk. Normal child 
9 l 0 6mo Normal child 
10 1 0 6 mo. 3 wk. Normal child 
1l 1 0 7mo Normal child 
12 1 0 6mo. 1 wk. Normal child 
13 1 0 7mo. 1 wk. Normal child 


20. The cervix was completely dilated, and station was 
minus 1. A male weighing 8 pounds 4 ounces was de- 
livered within 30 minutes after admission, and the pla- 
centa was delivered 8 minutes later. The child was in 
good condition ; his hemoglobin was 100 per cent, bili- 
rubin was normal, and Coomb’s test was negative. 
Comment.—Case 3 concerned an Rh-negative 
mother, with a history of one stillbirth, who delivered 
a normal healthy infant after treatment with C.V.P. 
In Case 4, the patient was also Rh negative and had had 
three consecutive stillbirths. Successful delivery of a 
normal child followed treatment with bioflavonoids for 
about 6 months. Bleeding and spotting which occurred 
in the third and fourth months of pregnancy were 
promptly arrested by an increased dose of duo-C.V.P. 
A high percentage of normal deliveries in the se- 
ries of 13 cases of Rh-negative mothers treated with 
C.V.P. indicates the beneficial effect of this therapy in 
Rh incompatibility. Except for one case of a stillbirth, 
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which apparently was of an accidental nature, all Rh- 
negative mothers delivered normal children. There 
were no signs of toxemia or edema in any of the cases, 
in spite of the presence of Rh antibodies. Bleeding, 
when it appeared, was arrested by this medication. In 
the light of the recent work of Teate,*’ Wiener, Nappi 
and Gordon,'**° Rolf,?* and Bickers,?? concerning the 
Rh sensitization in pregnancy, it may be assumed that 
the bioflavonoid therapy probably prevented injury to 
the capillary system of the infant from the Rh anti- 
bodies. 


Summary 


Twenty-nine cases of habitual abortion and 13 
cases of Rh incompatibility were treated with duo- 
C.V.P., a citrus bioflavonoid compound, for periods of 
6 months or more. 

In 24 of the cases of habitual abortion, live normal 
children were delivered. In 5 cases there were patho- 
logic complications which probably were responsible for 
the miscarriages. 

In 12 cases of Rh incompatibility, live normal chil- 
dren were delivered. In one case the child died during 
delivery, apparently from an accident. 

In all cases treated with duo-C.V.P., the general 
condition of the patients was satisfactory; there was 
no epistaxis or gum bleeding, and they complained less 


of pain in the legs. 
3911 Fourth Street, N.W. 
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Treatment of CARCIN OMA 
of the BREAST at the 


Osteopathic Hospital of Maine, 1946-1956* 


SARGENT JEALOUS, D.O. 


Portland, Maine 


es AS an adjunct or as the treat- 
ment of carcinoma of the breast, has been used at the 
Osteopathic Hospital of Maine for the past 10 years. 
It is the purpose of this paper to review 40 of the 
cases most recently treated in the Department of Radi- 
ology. In reviewing these cases, I shall also discuss a 
few of the surgical and radiologic problems associated 
with treatment of this condition. 

Cancer of the breast and its treatment constitute 
a detailed study—one which requires application of art, 
science, and philosophy if one is not to become too 
confused. The divergent opinions as to type of treat- 
ment for this malignant process would fill many vol- 
umes. It might suffice to say that all types of surgical 
and. radiologic treatments or combinations of them 
have shown increasingly good results over the past few 
years. Haagensen and Stout'* report very high 5-year 
survival rates with use of radical mastectomy without 
radiation therapy in Stages I and II.- Urban’s* radical 
mastectomy in combination with en bloc dissection of 
the internal mammary lymph node chain is commonly 
used. There is also the more radical procedure of 
Wangensteen® in which the supraclavicular as well as 
the internal mammary lymph nodes are removed. 
McWhirter®’ and his associates in Edinburgh advo- 
cate simple mastectomy and irradiation therapy and 
are able to justify this procedure with statistically 
sound survival rates. 

This paper is an attempt to evaluate treatment 
results at Osteopathic Hospital of Maine and to dis- 
cuss the effectiveness of handling malignant neoplasms 
of the breast in a small osteopathic hospital. 

Carcinoma of the breast is the most important 
cancer problem, not only because it is by far the most 
frequently occurring form of cancer in women, but 
because its prognosis is one of the most favorable 
when it is promptly diagnosed and well treated.® 


Modes of Treatment 


In analyzing the treatment of mammary cancer, 
there is a maze of opinions and statistics which re- 
quire considerable study to be of value in planning or 

*This paper submitted in partial fulfillment of the requirements 
for certification by the American Osteopathic Board of Radiology was 
prepared during a residency in the Department of Radiology at the 
Osteopathic Hospital of Maine. Dr. M. C. Pettapiece is chief of the 
Department. 
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recommending a treatment program. It can be heartily 
agreed that statistics can be made to prove any and 
all storts of stories. One authority includes operable 
cases only and does not state what survival was based 
on; another includes all cases and all deaths for his 
statistics. In one review® statistics for absolute 5-year 
survival varied from 29 to 47 per cent, which leaves 
questions about such things as stages and recurrences 
in the different series. 

There have been several classifications created 
relative to carcinoma of the breast, such as those of 
Steinthal, Portmann, and Haagensen. We utilize Port- 
mann’s’® classification as a guide: 


Group or Stage I 

Skin: not involved 

Tumor: localized in breast and movable 

Metastases: none in axillary lymph nodes or elsewhere 


Group or Stage II 

Skin: not involved 

Tumor: localized in breast and movable 

Metastases: few axillary lymph nodes involved, no metastases 
elsewhere 


Group or Stage III 

Skin: edematous, brawny red induration or inflamation, not 
obviously due to infection, extensive ulceration, multiple 
secondary nodules. 

Tumor: diffusely infiltrating breast, fixation of tumor or 
breast to chest wall, edema of breast, secondary tumors. 

Metastases: many axillary lymph nodes involved or fixed, no 
clinical or roentgenologic evidences of remote metastases. 


Group or Stage IV 

Skin: as in any other group or stage 

Tumor: as in any other group or stage 

Metastases: axillary and supraclavicular lymph nodes exten- 
sively involved, clinical or roentgenologic evidences of 
more remote metastases. 


In the field of radical mastectomy, Haagensen? is 
of the opinion that, in operable cases of cancer of the 
breast, his percentage of 5-year survivals (47 per 
cent) warrants use of this procedure without preoper- 
ative or postoperative irradiation. In a small percent- 
age of cases, in which he feels that there is involve- 
ment beyond the apical axillary glands, he recommends 
irradiation to the supraclavicular area. He feels that 
there is less edema of the arm when irradiation is not 
employed. .It does not appear to me that he adequately 
explains lack of consideration for possible involvement 
of the supraclavicular and internal mammary lymph 
nodes. 

Haagensen and Stout? recommend radical mas- 
tectomy for women of all ages who are good surgical 
risks. It must be remembered that cancer surgery 
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demands the complete extirpation of the primary 
growth plus all the likely areas of metastatic involve- 
ment, except as follows: 


1. When carcinoma develops during pregnancy or 
lactation 

2. When there is extensive edema of the skin over 
the breast 

3. When there are satellite nodules in the skin 
over the breast 

4. When intercostal or parasternal tumor nodules 
are present 

5. When proved supraclavicular metastases are 

present 

When there is edema of the arm 

When carcinoma is of the inflammatory type 

When distant metastases are demonstrated 

When two or more of the following signs of 

locally advanced cancer are present: 

. Ulceration of skin 

. Limited skin edema (less than 4% of breast) 

. Fixation of tumor to chest wall 

. Axillary nodes measuring 2.5 cm. or more, 
proved at biopsy to contain metastases 

e. Fixation to skin or deep structures of axil- 
lary nodes proved by biopsy to contain can- 
cer. 
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The Urban operation™ offers the first major im- 
provement over the original Halsted operation for 
radical mastectomy. Urban does an en bloc removal of 
the chest wall including the ribs and sternal edge area 
extending from the first to the fifth rib, including the 
internal mammary artery, vein, and chain of lymph 
nodes. In general, the area extends from the costo- 
chondral juncture to include about 1 cm. of sternum. 
The chest wall is replaced by fascia lata. In 80 cases 
treated so far, there has been only one postoperative 
death. It was, at the time of the report, too early to 
discuss survival rates. 

Wangensteen® has extended the radical mastectomy 
to include the lymph nodes of the anterior mediastinum 
and those of the neck. 

Radiation therapy plays a most important role in 
treatment of mammary cancer. Radium, at one time 
popular in England, is used very little in treatment of 
malignant disease of the breast today. 

Preoperative roentgen ray therapy has its propo- 
nents and is used in some hospitals and clinics. In our 
institution it has not recently been employed. There 
seems to be a general feeling that many complications 
of surgery could be avoided by not using it. Some sur- 
geons were also of the opinion that at least 2 months 
had to elapse before surgery could take place; others 
felt that connective tissue changes were too marked. 
It is interesting to note that new studies are being made 
at the Royal Cancer Hospital® by treating patients pre- 
operatively over a longer period without producing 
acute tissue reactions. 

Irradiation following radical mastectomy is used 
by many. Most surgeons agree to its use when they feel 
that malignancy has spread beyond the axilla. Some 
recommend it when it has spread beyond the breast. 
Harrington” states that results of treatment with post- 
operative x-ray showed an over-all improvement of 8 
per cent, and this was the same in cases with axillary 
metastases as in those without. It is somewhat difficult 
to gather an adequate statistical impression of the re- 
sults because of the many different ways in which cases 
are handled postoperatively. It is my opinion, as well 
as that of many others, that the patient should be offered 
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the opportunity for improved results under roentgen 
therapy. It certainly has many proponents, and | am 
sure that, if proper consideration is given to the possi- 
bility of hematogenous spread of cancer following sur- 
gery,'* as well as to the high percentage of axillary and 
internal mammary involvements, the rationale for its 
use following radical mastectomy is obvious. 


Radiation therapy is used extensively in treatment 
of inoperable tumors. It seems to be the general opinion 
that radiation is at least of palliative value in these 
cases as well as in metastatic lesions. The recurrences 
and other metastatic lesions are treated as they occur 
and on an individual basis. Radiation therapy is used 
extensively in our department for treatment of these 
conditions. It is usually possible to retard progress by 
this method, and sometimes even to eradicate the dis- 
ease. 

Simple mastectomy plus irradiation therapy is a 
much discussed treatment program which has been de- 
veloped by McWhirter. The 43.7 per cent 5-year sur- 
vival which he reports’ seems to be an excellent recom- 
mendation for its use, especially when it is considered 
that the statistics include all cases (operable and in- 
operable) and all deaths, even those from intercurrent 
diseases. 

Simple operation means removal of tumor via a 
limited skin incision, usually transverse. McWhirter*® 
advises that the pectoral fascia not be removed except 
when the tumor is firmly fixed; the muscle is then re- 
moved with the breast. Many surgeons prefer to re- 
move the pectoral fascia routinely. Superficial mobile 
pectoral nodes are removed, but axillary dissection is 
not performed. 

The clinical extent of most primary breast cancers 
is obviously greater than is suspected. The spread of 
breast cancer is commonly thought of as essentially 
lymphatic and largely via the axilla. However, in addi- 
tion to these axillary lymph channels, it is now apparent 
that vascular routes are all too common, even at the 
earliest stages, and that other lymphatic pathways are 
often involved. There are reports of metastases in 
sternal punctures. In cases clinically defined as Stage 
I, Willis** reports that microscopic penetration of cap- 
illaries and small veins is frequent. The vascular em- 
boli give rise to silent metastases, notably in lungs, 
liver, and bones. In one recent study’ of 60 early 
postoperative cases, such blood-borne metastases out- 
numbered lymphatic metastases three to one. Batson,’® 
by injecting radiopaque material into superficial veins 
of the breast, was able to demonstrate a system of 
valveless, thin-walled, capacious veins extending from 
skull to coccyx which communicated freely with veins 
in ribs, shoulder girdle, pelvis, and the upper ends of 
humeri and femora. 

The simple mastectomy plus radiotherapy offers a 
method of treatment which calls for less surgical trau- 
ma and therefore less chance for hematogenous spread, 
less disfigurement, lower morbidity, and lower opera- 
tive mortality. This procedure is fighting an uphill 
battle to gain its rightful recognition and assume its 
proper place in the treatment program for mammary 
carcinoma. Small hospitals face a problem in adopting 
this mode of treatment when larger local medical cen- 
ters frown on it without investigating it properly.’’ It 
is very heartening to read in the literature of new and 
favorable reports on this method of handling the prob- 
lem of mammary carcinoma. 

Hormone therapy has been for the past few years 
a recognized adjunct to the treatment of breast cancer. 
The general rule adopted by many has been, “Tf the pa- 
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tient is in the years under 60, give her androgens; if 
she is over 60 years, give her estrogens.”’* It has been 
our policy to use the physiologic age as a basis for 
treatment. In bony metastasis in any age patient we 
use 50 to 100 mg. of aqueous suspension of testosterone 
propionate three times a week for the first 2 weeks, 
then twice weekly indefinitely. In premenopausal pa- 
tients we use the same technic. In soft tissue metastasis 
in postmenopausal patients, we employ estrogen in 
varying dosages. 

Castration, a procedure first suggested by Batson 
in 1901, has since been the subject of much contro- 
versy. Adair,® in a series of 335 cases, reports 15.4 
per cent improvement by x-ray and 12.9 per cent im- 
provement by surgical castration. At the Osteopathic 
Hospital of Maine, the usual procedure has been to 
castrate by surgery or x-ray only those patients with 
evidence of metastasis. 

Adrenalectomy’® and hypophysectomy”® are two 
procedures under consideration in some clinics. In the 
treatment of advanced mammary carcinoma, adrenalec- 
tomy has shown remarkable results in an occasional 
case. It is recommended only in clinics where adequate 
control of the metabolic status can be maintained. Hy- 
pophysectomy is purely experimental and results to 
date are not gratifying. 


Review of present statistics 


The 40 cases reviewed in this study have provided 
a most interesting study, which was encouraging and 
enlightening, but at the same time discouraging. All 
charts noted the time of first symptoms, and the time 
the patient consulted a physician. From these statistics, 
Table I has been drawn, to show the relationship be- 
tween time of consultation with a physician and mor- 
tality rate. It was discouraging to find two cases among 
the few hospital records reviewed in which the attend- 
ing physicians and surgeons had overlooked the intern’s 
physical examination report which noted a suspicious 
lump in the breast. One patient returned in 1 year for 
radical mastectomy and the other in 3 years following 
an injury which disseminated the malignant cells. 


TABLE I—TIME RELATION OF SYMPTOMS, MEDICAL 
CONSULTATION, AND MORTALITY 


$e as ® 
Number of 
patients 25 (62%) 7 (17.5%) 8 (20%) 40 
Patients living 16 (60%) 5 (65%) 3 (37%) 24 (60%) 
Patients dead 9 (40%) 2 (35%) 5 (63%) 16 (40%) 
Died of other . 
disease 1 1 


The patients in this series ranged in age from 27 
to 79 years, the average age being 59. The breakdown 
is as follows: ages 25 to 40, 4 patients; ages 40 to 50, 
4 patients ; ages 50 to 60, 11 patients; ages 60 to 70, 11 
patients ; and ages 70 to 80, 10 patients. 

Of the 40 cases reviewed, there were 39 females 
and 1 male. There were 27 radical mastectomies per- 
formed, of which 16 (60 per cent) had known axillary 
metastases. Of these 27 patients, 17 (63 per cent) are 
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living. Fourteen patients had simple mastectomies ; 10 
of the patients (71 per cent) are still living. Five of 
these patients had known metastases at the time of 
surgery. 

Three patients had bilateral mastectomies : one was 
radical, and two had one radical and one simple. There 
were three inoperable cases for which radiation therapy 
and adjunctive chemotherapy were given. All of these 
patients died a very short time after onset of palliative 
therapy. 

There were four patients in whom there was re- 
currence about the skin incision. This 10 per cent 
recurrence, I believe, is a rather low percentage and 
worthy of note. 

Five of the patients were castrated; four were 
sterilized by x-ray and one by surgery. Castration was 
recommended in one other case, but not carried through 
by the attending physician. It should have been recom- 
mended in one case of neoplasm which occurred during 
pregnancy. It would appear to me that the number of 
complications was average, or possibly less than aver- 
age. Patients receiving treatment by the McWhirter 
technic had some pulmonary fibrosis, but there were no 
severe cases. There was one pathologic fracture and 
one rather severe telangietactic reaction. Pleural effu- 
sion was a terminal complication in three cases. A few 
had painful vertebral metastatic lesions; one had a 
spread to the opposite supraclavicular nodes. Of course, 
several patients in the terminal stage developed multiple 
metastatic lesions and carcinomatosis. 

The pathologic diagnosis was for the most part 
adenocarcinoma. There was one case of comedocarci- 
noma, three of the scirrhous type, and one of Paget’s 
disease. 

Seven patients received and are for the most part 
still receiving hormone therapy. The average survival 
time to date is 3.8 years; seven of these patients have 
lived over 5 years. Of those who died, the average sur- 
vival time was 1.5 years. Of the 17 deaths, only two 
were not due to carcinoma; one patient had myocardial 
failure and the other died of coronary thrombosis. 

It might be noted that of 14 patients receiving 
treatment by the McWhirter technic there are 10 living. 
In cases where the four-port Lloyd-Pfahler technic was 
used, there are 12 patients living out of 19 treated. 
These figures do not take into consideration survival 
time. 


Case reports 


Case 1.—A 67-year-old white woman was admitted 
to the hospital on November 15, 1952, complaining of 
a lump in her left breast, which had been present for 7 


- months. The patient’s general health had been satisfac- 


tory for the past 67 years. Menopause had occurred 
about 12 years previously without complications. The 
patient was married and multiparous. 

On November 18 a radical mastectomy was per- 
formed. There were no immediate postoperative com- 
plications, The pathologist’s report showed a primary 
adenocarcinoma of the left breast with axillary meta- 
stases. On November 28, irradiation therapy was in- 
stituted, employing the McWhirter technic, giving a 
tumor dose of 3,750 r to supraclavicular, axillary, and 
internal mammary nodes. Technical factors were 200 
Kv., 0.5 mm. Cu, 50 cm. tissue-surface distance (TSD). 

On February 10, 1953, the patient was readmitted 
complaining of uterine bleeding. A diagnostic dilata- 
tion and curettage following a case workup showed a 
primary adenocarcinoma of the uterine fundus. Since 
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It is far better to know 
as much as possible about the 
patient’s general condition 
before starting therapy 
than to have the therapy cycle 


upset by unexpected complications 


two primary tumors in one patient were unusual, con- 
sultation was held with more than one pathologist. Fol- 
lowing the acceptance of the pathologic diagnosis, it was 
elected to treat with radium followed by x-ray therapy. 
On February 20, 85 mg. of radium in bombs were in- 
serted into the uterus and left in place for 52 hours, 
delivering 37,128 gamma roentgens to the uterus. X-ray 
therapy was instituted on March 2, using 200 Kv., 0.5 
mm. Cu filtration, 50 cm. TSD. Two anterior and two 
posterior oblique ports, 15 by 15 cm., were utilized, 
giving 1,800 r (air) through each port with a tumor 
dose of 2,900 r. 

Since 1 month following completion of the therapy 
cycle for the second cancer, the patient has gradually 
and steadily improved. She did suffer a fractured left 
shoulder which, however, was not pathologic and from 
which she made a good recovery. 

Case 2.—A 47-year-old white married woman was 
admitted on May 9, 1953, complaining of a mass of 
tissue protruding through an opening in the skin of the 
superior portion of the right breast. The patient gave 
a history of having struck herself on the corner of a 
wooden box 10 weeks prior to admission. The breast 
had become black and blue, swollen, and extremely 
tender. After 6 weeks a ridge was observed on the 
superior portien of the breast and on May 7 the subcu- 
taneous tissue began to protrude through the skin for a 
distance of 8 cm. The remainder of the history was 


negative. The physical examination showed the patient . 


to be 5 feet 10 inches in height, and she weighed 180 
pounds. There was a massive tumor of the right breast 
with obvious axillary lymph node involvement. The 
remainder of the physical examination was negative. 

It is noteworthy that a previous admission physical 
examination 3 years earlier showed a small lump which 
had been present in the right breast for several months 
and had not increased in size. The chart does not show 
that any attention was paid to the physical finding. 

It was elected by the surgeon to do a simple mas- 
tectomy on May 14, at which time the diagnosis of 
carcinoma with axillary metastasis was confirmed. The 
tumor was adenocarcinoma with scirrhous character- 
istics. 

On May 20 x-ray therapy was instituted, employ- 
ing the same factors as in Case 1. The outlook was not 
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promising: The patient was depressed, a moderate 
amount of pulmonary fibrosis was developing in the 
right lung, and there was a question of metastasis. Be- 
cause the patient had just reached the menopause, 
testosterone was given, 100 mg. twice weekly for 2 
months and 100 mg. twice weekly since that time. The 
patient rapidly improved and she has had only minor 
voice changes. The fibrosis has become minimal and 
metastasis is no longer suggested. The patient devel- 
oped a severe telangietactic reaction in the skin of the 
shoulder, but this is gradually improving with the skin 
becoming more pliable. The patient has been active 
since the spring of 1954 and enjoying her hobby of 
carpentering. The prognosis is still poor, but the out- 
look is steadily improving. 

Case 3.—A 29-year-old white woman was referred 
to our outpatient department from another osteopathic 
institution for radiation therapy following a simple 
mastectomy. There had been no complications associat- 
ed with this operation. She was treated by standard 
technic, employing four ports: anterior shoulder, pos- 
terior shoulder, supraclavicular, and anterior chest. 
Over a period of 20 days a total of 7,500 r (air) was 
administered. 

The patient had an occasional check-up over the 
next 6 months, but then she was lost to follow-up until 
we heard of her death in another institution, after 
axillary dissection and surgical castration. At that time 
we first learned of the events leading up to the mastec- 
tomy. The patient had reported a swelling in her right 
breast for 3 months before seeing her family physician. 
She had been pregnant and had aborted at 3 months, 
the abortion taking place about 6 weeks before she con- 
sulted her physician. The swelling had grown worse 
during the pregnancy, making the right breast much 
larger than the left. 

This patient represents the unfortunate one who 
failed to keep proper contact and on whom there was 
inadequate follow-up. Since we did not know of the 
pregnancy until she died, we will never know whether 
we would have recommended immediate castration or 
if we would have waited for evidence of metastasis. 

Case 4.—A 53-year-old single white woman was 
admitted to the hospital on August 1, 1950, complaining 
of lumps in both breasts with the lump in the left breast 
known to have been present for 1% years. The re- 
mainder of the history and physical examination was 
negative. 

Bilateral simple mastectomies were performed. 
Tissue from the left breast was malignant, and from 
the right, cystic. Irradiation therapy was instituted on 
August 14, 1950, employing four ports (anterior shoul- 
der, posterior shoulder, supraclavicular, and anterior 
chest) delivering a total of 7,500 r (air) by treating 
with two ports per day. There were no complications 
following therapy, and the patient failed to keep follow- 
up appointments after the first year. However, we 
were able to contact her and ascertain that she is in ex- 
cellent health, and she has promised to come in for a 
check-up. 


Tumor board 


The treatment of all neoplasms at the Osteopathic 
Hospital of Maine has been greatly improved by the 
formation of a tumor board which meets weekly to dis- 
cuss any new tumor cases that have entered the hospital, 
and to listen to progress reports on all tumor cases. 
The board is composed of chairmen of the surgery, 
radiology, internal medicine, and pathology depart- 
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ments. Associate board members are the chairmen of 
the otorhinolaryngology, proctology, endoscopy, obstet- 
rics, and anesthesia departments. In cases of breast 
neoplasms the case is reported to the board before sur- 
gery and a recommendation is usually made for free- 
hand section followed by simple or radical mastectomy. 
The use of a simple mastectomy at the present time is 
somewhat limited in our institution, but the percentage 
is slowly increasing. The usual recommendation is to 
begin irradiation therapy 10 to 12 days postoperatively 
with the type and amount of therapy to be determined 
by the Department of Radiology. If complications 
arise, they are brought to the attention of the tumor 
board and suggestions are made for follow-up treat- 
ment. All case records are kept as suggested on the 
United Nations schedule. The formation of the tumor 
board has resulted in more adequate consultation, better 
patient care and treatment, use of adjunctive chemo- 
therapy with better understanding and recognition of 
necessity for treatment of intercurrent conditions. 


Treatment at Osteopathic Hospital of Maine 


The physician may dream of 2 million volt van der 
Graaff generators and cobalt 60 machines, but in the 
daily fight with cancer he must make present equipment 
do the job. He must watch skin tolerance and have the 
courage to produce the wet epidermitis which repre- 
sents a job well done in mammary carcinoma. 

The equipment available at the Osteopathic Hospi- 
tal of Maine is a satisfactory 220 kv., 20 ma. machine 
with a Villard circuit. It has split tank transformers 
with a rectifying valve in each tank. The tube is oil 
cooled and the Pyrex glass has an inherent filtration 
equivalent to 0.25 mm. Cu. In treating malignant con- 
ditions of the breast, we use a 1.0 mm. Al and 0.5 mm. 
Cu filter at 50 cm. TSD. The roentgen output at this 
distance is 40 r (air) per minute. 

The primary object of any technic is the steriliza- 
tion of the operative field and of its entire lymphatic 
drainage area so far as is possible. To do so effectively, 
it is essential that the plan of treatment include all 
areas in which recurrences are most common; whether 
one favors the embolic theory of cancer cell dissemina- 
tion or the lymphatic permeation theory of Handley 
makes little difference so long as the plan of treatment 
is sufficiently inclusive.** 

McWhirter technic.—Dr. Robert B. McWhirter of 
the Royal Infirmary, Edinburgh, Scotland, has stated 
that because of axillary spread, involvement of the 
lymph nodes along the internal mammary artery, and 
involvement of the supraclavicular nodes, surgery for 
breast cancer is unlikely to be successful in most cases 
unless supplemented by radiotherapy.’ He cited the 
work of Handley as affording an explanation of the 
frequent failure of radical mastectomies. This work 
showed that by the time the disease had reached the 
axilla, the supraclavicular nodes were involved in 33 
per cent of the cases and the internal mammary nodes 
in 48 per cent of the cases.”* 

The technic now being employed consists of ir- 
radiation of the lymphatic areas with a tumor dose of 
not less than 3,750 r in 3 weeks. In the majority of 
cases this dose is carcinocidal as far as the lymph nodes 
are concerned. The response of cancer cells within the 
breast is much poorer, so that a simple mastectomy is 
performed to remove the primary tumor. There have 
been 3,500 to 4,000 cases treated this way. 

McWhirter employs a 250 kv. constant potential, 
“triple” Thoraeus filter (1 mm. steel tube window), 1.5 
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mm. Sn, 1 mm. Al, half-value of 3.7 mm. Cu. It is his 
opinion that the 3.7 mm. half value is necessary in 
order to prevent bone damage. Other radiologists using 
this technic have not been of the same opinion, believ- 
ing that less half-value layer can produce the same 
results.** 

In the McWhirter technic, four ports are em- 
ployed: (1) anterior shoulder port, 10 by 20 cm., 
which includes axilla and supraclavicular glands; (2) 
posterior shoulder port which covers same structures ; 
(3) tangential medial chest port, 20 by 20 cm., which 
begins 3 cm. before the midline and is directed across 
the chest at a glancing angle so as to pass through a 
minimum of lung tissue; and tangential lateral chest 
port, 20 by 20 cm., directed towards its opposing port, 
just glancing the lateral aspect of the chest wall. Bolus 
material is employed on both tangential ports. The fac- 
tors are 250 kv., 3.7 mm. Cu. half-value layer, at 50 
cm. TSD. The tumor dose is 3,750 r. 

This technic has been somewhat modified as used 
in our department after attending lectures by Mc- 
Whirter. The technical factors employed in our depart- 
ment include a half-value layer of 1.0 mm. Cu. The 
treatment program is initiated 10 to 14 days postop- 
eratively. The tumor dose of 3,750 r is delivered over 
a period of 3 weeks. Castration therapy of 1,000 r 
(air) is given on the first, third, and fifth days. It is 
used where known metastatic spread exists and when 
there are recurrences. 

Patients are selected for treatment in accordance 
with a modified Manchester classification. The operable 
group is composed of cases in Stages I and II. In this 
group the primary lesion may be of any size, and there 
may be any degree of skin involvement, including 
ulceration, but there must be no isolated skin nodules. 
The axillary nodes may be enlarged but not fixed. The 
locally advanced group, Stage III patients and half of 
Stage IV, includes all cases too far advanced for radi- 
cal mastectomy by reason of fixation of the primary 
tumor to the pectoral fascia or to the ribs, fixed nodules 
in the axilla, but with no evidence of distant metastasis. 
The third group consists of the remainder of Stage IV 
cases, including all those in which there is clinical or 
radiographic evidence of metastases to the lungs, skele- 
ton, liver, and other organs. McWhirter feels that with 
the staging of cases in this manner, the chance of cure 
can thus be offered to many patients who would be 
considered unsuitable for radical mastectomy. 

In advanced cases with fixed axillary nodes or 
even with palpable supraclavicular nodes, simple mas- 
tectomy can still be performed and a full dosage of 
radiotherapy subsequently given. 

McWhirter gives the following reasons for not 
treating tumors by radiotherapy: (1) the most certain 
method of destroying tumor growth is by surgery, if 
the whole tumor and extensions can be removed; and 
(2) if the tumor is not sensitive to x-ray therapy and 
if failure would be anticipated, time would be lost and 
surgery would still be indicated. He claims that the 
secret of success of this type of treatment is a short 
incision, through which the tumor is excised. The 
pectoralis major muscle and its fascia are not removed, 
and the skin is not tight. All these lead to better tol- 
erance of x-ray therapy. Additional advantages are the 
lessened disfigurement of the chest, and the rarity of 
edema of the arm. 

Osteopathic Hospital of Maine standard technic.— 
This technic was the one most frequently employed in 
our department until we began using the McWhirter 
technic. It was used routinely in postoperative irradia- 
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tion treatment in radical or simple mastectomy cases. 
The technic calls for irradiation of supraclavicular, 
axillary, internal mammary, and pectoral lymph node 
areas. The intent is to administer three tumor erythema 
doses to these areas employing four po-ts, which are as 
follows : 

1. Anterior shoulder port which includes the axilla 
and part of the anterior chest wall. It is usually 15 by 
15 cm. 

2. Posterior shoulder port which opposes the above 
port and is 15 by 15 cm. 

3. Supraclavicular port directed from above down- 
ward and medially including infraclavicular and supra- 
clavicular areas, lower anterior cervical, and upper in- 
ternal mammary lymph nodes. This is a 10 by 10 cm. 
port. 

4. Anterior chest port directed to the chest, limited 
by above ports superiorly and superolaterally ; medially 
it is extended to 3 cm. beyond the midsternal line and 
inferiorly to the level of the xiphoid process. This is a 
20 by 20 cm. port. 

An inferosuperior port is sometimes used, partic- 
ularly in patients who have had simple mastectomy. 
This is a 10 by 10 cm. port directed at the axilla. 

The technical factors for all ports except the an- 
terior chest are as follows: (1) 50cm. TSD; (2) 200 
kv. with 0.5 mm. Cu; (3) 2,000 r (air) ; and (4) 200 
r (air) every other day. Anterior chest technical fac- 
tors are: (1) 50cm. TSD; (2) 140 kv. with 0.25 mm. 
Cu; (3) 1,500 r (air) ; and (4) 150 r (air) every other 
day. Two ports are treated daily. 

The response to this treatment has been within a 
satisfactory range. The figures are not adequate enough 
to conclude whether or not they have increased the 5- 
year survival rates by 10 to 15 per cent as claimed by 
some radiologists. It would seem that the edema of the 
arm is more severe with this method in the radical 
mastectomy cases than the McWhirter technic, although 
it is too soon to draw such a conclusion accurately. 

The technic usually employed in treating skin node 
recurrences is to use an Odman cone of appropriate 
size (2 to 4 cm.) at 200 kv., 0.5 mm. Cu, and 2,000 r 
(air) in ten divided doses. Recurrent cases have re- 
sponded well to this localized therapy. 

Treatment for inoperable cases ——Technic for in- 
operable cases naturally has to vary with the problem 
at hand. We utilize 4 to 5 ports about the breast proper. 
The breast is irradiated at right angles in all four 
quadrants and in the cases where the breast is some- 
what large, a 180-degree port is used directly over the 
breast. Bolus material is placed on all ports to make a 
homogenous beam. The supraclavicular, anterior shoul- 
der, posterior shoulder, and axillary ports are used and, 
in most cases, the inferosuperior port in the axilla. 

The purpose of this technic is palliation, and as 
large a dose as can be safely tolerated is used. The 
doses about the breast vary in relation to size of the 
breast. It is planned to use three to four tumor erythe- 
ma doses to all areas. Two to three ports are treated 
daily using 200 to 300 r (air) per port. 


Patient management 


Many cases of breast cancer are first seen in con- 
sultation with the referring physician who has request- 
ed an x-ray examination of the breast. In these cases 
we carefully examine the breast, following a standard 
routine which consumes approximately 5 minutes. The 
patient is seated on a table or chair and instructed to 
raise her arms over her head and slightly rotate her 
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body each way. Then she places her hands on her hips 
and repeats the rotation. The patient is then asked to 
lean over with the breasts pendulant and they are pal- 
pated between the flat surfaces of both hands clockwise, 
‘The breasts are then checked for dimpling, puckering, 
asymmetry, and orange-peel skin. The axilla and su- 
praclavicular areas are examined for prominent lymph 
nodes and the nipples for lumps and abnormal dis- 
charge. The above examination is repeated with the 
patient supine. 

Following this examination, the breasts are studied 
roentgenographically. A view of each breast is taken 
on a divided 10 by 12 screen film, with the patient in 
an oblique position. This is repeated on a divided 10 
by 12 non-screen film, which is followed by a routine 
posteroanterior chest film. 

Following interpretation of the films, a report is 
sent to the referring physician. In cases with positive 
roentgenographic or clinical findings, a recommendation 
for biopsy and surgical consultation is included. The 
case is usually encountered next when reviewed by the 
tumor board, or when the patient has a presurgical 
chest examination. 

As soon as the pathologist’s final report is in and 
if the findings show malignant changes, the surgeon 
usually requests the Department of Radiology to begin 
the therapy cycle in our opinion indicated. This usual- 
ly takes place on the tenth day. Sometime before the 
tenth day, the patient is examined and measured. An 
intradepartmental discussion is held relative to the type 
of treatment to be administered in this particular case, 
and a tentative schedule is set up to arrive at the decid- 
ed tumor dose over a 20- to 25-day period. 

Prior to initiation of the irradiation cycle the pa- 
tient’s chart is reviewed for evidence of any intercur- 
rent disease. Urinalysis, complete blood count, blood 
sugar, erythrocyte sedimentation rate, and a blood urea 
test are ordered. It is far better to know as much as 
possible about the patient’s general condition before 
starting therapy than to have the therapy cycle upset 
by unexpected complications of an intercurrent disease. 
A skeletal survey (lateral skull, right or left shoulder, 
lateral dorsolumbar spine, ribs, chest and pelvis, and 
upper femora) is done to determine presence or ab- 
scence of metastases and to have for future reference. 

In my opinion the next most important factor to 
properly setting up and delivering an adequate tumor 
dose is the mental attitude of the patient toward his or 
her disease. In this aspect the radiologist can be very 
helpful. However, it is necessary first to ascertain to 
what extent the referring physician, surgeon, or intern- 
ist has discussed the problem with the patient. The 
approach which I like best is to have the patient in- 
formed that he or she has cancer, but perhaps the pre- 
liminary step is most important in adequately under- 
standing and handling the problem. It must be deter- 
mined what is the patient’s interpretation of the word 
“cancer.” I have found that this interpretation runs all 
the way from “impending death” to “I won’t be the 
unlucky one.” After analyzing the patient’s thoughts 
on cancer a suitable approach is worked out so that the 
patient and the radiologist have a mutual understand- 
ing of the problem at hand. It is then explained to the 
patient about the reactions which might be expected 
and how they will be handled. 


As the treatment progresses the patient’s skin is 
carefully checked for early signs of a first-degree 
erythema. We occasionally observe very early skin re- 
actions in the lighter skinned patients, on the fifth or 
sixth day. The patient has been instructed to wash the 
skin without soap until the first signs of an erythema 
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occur. After onset of the erythema, nothing is used on 
the skin except a starch powder, if the patient wishes. 
If the erythema progresses to the weeping state, a bland 
bacteriostatic ointment or chlorophyll ointment is used 
and a light dressing is applied.** 

When the physician is satisfied that the skin con- 
dition is under control, the patient is told that this de- 
partment follows generally accepted international prac- 
tices and recommendations for a 5-year follow-up 
program; she is to be seen monthly during the first 
year. During one of these first visits she is instructed 
to use cocoa butter or a baby oil on her skin and to rub 
it in well to make the skin more pliable, especially if 
she has had a radical mastectomy. At these visits the 
patient is questioned and checked closely as to her gen- 
eral health, weight, lymph node areas, skin condition, 
et cetera. Every 3 months a chest film, complete blood 
count, and erythrocyte sedimentation rate are done. 
Other tests and examinations are ordered as indicated. 
A skeletal survey is done every 6 months, or oftener 
if indicated. As the skin condition warrants, exercises 
are started with gradually increasing amounts of ac- 
tivity. If necessary, the patient is instructed to have 
osteopathic manipulative therapy in order to prevent a 
stiff shoulder. 

The complications that arise range from minor 
collection of fluid under the skin (a postsurgical com- 
plication) to radionecrosis requiring plastic surgery. 
Of intermediate seriousness is a chronic cough, partic- 
ularly if the McWhirter technic is employed, which 
develops about the third month. The old-fashioned 
honey and lemon juice cough syrup is prescribed for 
this. We usually check the sinuses in these patients to 
rule out any concurrent disease. Care for any sinusitis, 
anemia, or other concurrent disease is referred to the 
patient’s own physician or surgeon. The edema of the 
arm occurring with radical mastectomy is annoying, 
but we have found exercise and use the most helpful 
remedies. 

The appearance of metastatic lesions calls for a 
general review of the patient’s case with the tumor 
board. Each patient has many different’ problems to 
consider, especially those of the psyche. Before sub- 
mitting the case to the tumor board for evaluation and 
recommendations, the usual laboratory findings are 
brought up to date, a skeletal survey is done if one has 
not recently been completed, and any other investiga- 
tions which are indicated are performed. In recurrent 
skin nodes a biopsy is usually done and the lesions are 
irradiated using Odman cones. In locally recurrent 
skin nodules, treatment has been successful. Along with 
radiation therapy, in most cases we administer estro- 
gens or stilbestrol. In patients who are not past meno- 
pause, roentgenologic or surgical castration is per- 
formed when metastasis occurs. Patients who were 
found at surgery to have axillary involvement have 
usually been castrated. The technic for castration is to 
use opposing 15 by 15 cm. anterior and posterior ports 
at 50 cm. TSD with 0.5 mm. Cu filtration at 20 ma.; 
200 to 300 r (air) are given through one port each day 
until a total air dose of 1,200 to 1,500 r has been given 
through each port. 

In metastasis to bone, irradiation therapy is used 
in conjunction with testosterone propionate (aqueous 
suspension), 50 to 100 mg. twice weekly. Roentgen 
ray treatment of metastatic bone lesions is palliative at 
best. In many cases, it is possible to relieve pain and 
inhibit growth in the tumor for varying periods, but 
eventually the treatment becomes ineffective and at that 
point should be stopped.* 
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In treating metastatic bone lesions the dose should 
not exceed that which is known to prevent new bone 
formation; this probably should not exceed 1,000 r at 
the site of the tumor. It should be delivered in divided 
doses using 200 kv. with 0.5 mm. Cu at 50 cm. TSD. 
Fractures frequently occur in bones weakened by de- 
structive metastatic tumors. Their management is diffi- 
cult. 

Pulmonary metastasis is treated by irradiation 
therapy using anterior, posterior, and lateral ports. The 
size of the port varies from 10 by 10 cm. to 20 by 20 
cm. at 50 cm. TSD, with 0.5 mm. Cu. Treatments are 
given every day to alternating fields. The total dose to 
any one portal of entry should rarely be more than 
1,200 to 1,500 r (air) in this palliative effort. If re- 
sponse is good and other conditions so indicate, the 
total dose for each field may be increased to 2,000 r 
(air), but this will produce frank reaction. If the 
metastasis is a small tumor, multiple small ports may 
be used, delivering 4,000 to 6,000 r to the tumor. 

When pleural effusion develops, repeated thoracen- 
tesis as the patient’s condition warrants is the only help 
available. However, radioactive Avis is reported to 
offer some help in reducing the number of punctures 
needed. 

It would be well to point out here that any patient 
not reporting for follow-up care is checked on by letter 
through the referring physician or surgeon; if he can- 
not tell us the condition, the patient is contacted. The 
files are checked every month to determine any delin- 
quent patients. 


Summary 


Surgical and radiologic treatment of mammary 
carcinoma has been discussed. 

A brief statistical view of 40 cases has been pre- 
sented, and 4 case histories have been reviewed. 

The value of a tumor board as a means to serve 
the patient has been emphasized. 

Technics employed in the Department of Radiol- 
ogy at the Osteopathic Hospital of Maine have been 
reviewed. Case management, from the initial visit 
through the recommended 5-year control program, has 
been discussed. 


Conclusions 


Treatment of carcinoma of the breast although im- 
proving is still unsuccessful. 

The small osteopathic hospital such as the Osteo- 
pathic Hospital of Maine can adequately handle mam- 
mary carcinoma. Its results from a limited number of 
cases are within a satisfactory range when compared 
with larger institutions. A tumor board should be con- 
sidered an essential part of tumor control in any hospi- 
tal. Psychologic understanding of the cancer problem 
by the patient is most important. The McWhirter tech- 
nic warrants consideration as a plan of treatment for 
mammary carcinoma. Roentgen therapy is a compara- 
tively effective weapon in treatment of mammary car- - 
cinoma. 

The problem in treatment of cancer of the breast 
is treatment of cancer outside of the breast. 


Addendum (8-1-57) 


Since the preparation of this paper several new 
cases have been added to our files. There have been 
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only four new deaths; one was precipitated by a non- 
pathologic fracture of the hip. The new patients show 
a noticeable decrease in the length of elapsed time be- 
fore seeking professional aid ; this is most encouraging. 
We are at present castrating by surgery or x-ray all 
premenopausal patients. 
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CASE REPORT 


Coalescent twins (Dicephalus 
tetrabrachius dipus) 


JOSEPH W. ELBERT, D.O.* 


Petersburg, Indiana 


i: DECEMBER 1953 there occurred in my 
practice in southern Indiana a case of a very rare 
anomaly, a dicephalic infant representing the incom- 
plete development of identical twins. Although the 
case received a great deal of attention in the press at 
that time, it has not been reported in the scientific lit- 
erature. Because of the extreme rarity of such births 
and the difficulty of obtaining accurate statistics, the 
case is now presented in order to add to the record. 

Little is known about the process leading to the 
formation of such anomalies beyond the fact that it 
represents some aberration in the monovular twinning 
process. According to Patten,’ the time at which the 
separation in the inner cell mass takes place may be 
a critical factor: 

Certainly early and complete separation of the inner cell 
mass would seem to offer better possibilities for the formation 

*Dr. Elbert, a general practitioner in Petersburg, Indiana, holds a 
reserve commission as Lieutenant Commander in the U.S. Public Health 
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of two complete and independent individuals, and the relatively 
late or incomplete splitting of the inner cell mass would seem 
more likely to result in the formation of conjoined twins. 


Exactly what determines the time of separation 
of the inner cell mass is a problem in genetics. There 
is some evidence for a hereditary genetic trait resulting 
in anomalous embryonic development. There may also 
be a dietary factor—such as the lack of riboflavin— 
operating at that crucial point in the development of 
the embryo. Whatever the reason, the result is that the 
identical twins develop separate bodies only in part, and 
it should be noted that the parts that are fused represent 
a commingling of elements of both individuals—hence 
the term “coalescent twins,” and the disposition to re- 
gard them as two entities rather than one. 

Since the chance that coalescent twins will be born 
alive is extremely slight, it is a remarkable coincidence 
that three such cases occurred at the same time, toward 
the end of 1953. In addition to the male twins born in 
Indiana, there were female twins born a few days later 
in Brazil, and male twins some weeks earlier in Wiirz- 
burg, Germany. The Wiirzburg case? was similar to 
the Indiana case in many respects: general conforma- 
tion of the infants, physiologic and neurologic charac- 
teristics, and pattern of development. The Wiirzburg 
twins died at the age of 5 months, after a sudden col- 
lapse. The infants described in the following case re- 
port succumbed to acute circulatory failure after 4 
months and 8 days. 


Case history 


The infants’ mother, 28 years old, had previously 
borne four normal girls, three of whom were living. 
This fifth pregnancy was in the third month when she 
came for her first prenatal examination in June 1953. 
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Her condition at this time was normal and her general 
health appeared satisfactory. She was given routine 
prenatal medication including calcium and iron. At her 
second visit, in September, the pregnancy was proceed- 
ing normally. Early in November it appeared that the 
infant would be large, and on November 15 the possi- 
bility of twins was considered for the first time. On 
November 25, 3 days before the expected date of de- 
livery, the head was still not engaged. It now appeared 
certain that twins were involved, although only one 
fetal heartbeat could be detected. The patient’s blood 
pressure was 120/80 mm. Hg, and urinalysis gave 
negative results. 

Labor began on December 4, and preparations 
were made for delivery in the patient’s home. Although 
the labor pains became strong and steady at 3 minutes 
apart, there was no dilation of the cervix and labor 
stopped after 3 hours. A similar episode took place 
on December 9, indicating that some complication was 
present. On December 11 the patient experienced the 
sudden onset of severe headache, pretibial edema, and 
vertigo. The blood pressure was 180/90, and the urine 
showed 3-plus albumin. The patient was at once ad- 
mitted to Daviess County Hospital at Washington, In- 
diana, with the diagnosis of pre-eclampsia. Urinalysis 
showed an albumin value of 1-plus, specific gravity 
1.010, and leukocytes 100-150 microscopic. Blood ex- 
amination showed the erythrocyte count to be 3,490,000, 
leukocytes 10,800, and hemoglobin level 6.4 gm.; the 
blood was type A, Rh-negative. The patient’s blood 
pressure was 180/90. The fetal heart rate was 160. 

Because of the certainty of a complicated delivery, 
and the patient’s extremely toxic condition, it was de- 
cided in consultation that cesarean section was indicat- 
ed. The operation was performed at 8:30 a.m. the next 
day, December 12, with anesthesia by open-drop ad- 
ministration of Vinethene and ether. The patient’s re- 
covery from the operation was uneventful. 

The anomalous male twins cried strongly soon 
after birth, and it was apparent that they would live. 
Arrangements were made for their immediate transfer 
to the James Whitcomb Riley Hospital at Indianapolis, 
the children’s hospital in the Indiana University Medi- 
cal Center. The 120-mile trip was made by ambulance 
equipped with an oxygenated incubator, and on arrival 
the infants were placed in an oxygen box. 

Admission examination.—The infants were re- 
corded as representing a case of teratosis, specifically 
dicephalus tetrabrachius dipus. The two heads were 
found to be normal in contour and features ; there were 
two necks, two pairs of shoulders, and a normal set of 
arms on each side. The thoraces were joined at an 
angle, with separate spinal columns that came together 
above a bony sacrum. The pelvis was normal for one 
child; there was one umbilicus, one anus, and male 
genitalia. A testicle was palpable in the inguinal canal 
on the child’s left, none on the right; there was an 
inguinal hernia on the right. The legs were normal for 
one child. The total weight was 10 Ib. 7 oz. 

Child A (on the child’s right side) had a cleft in 
the left side of the upper lip; gums and palate were 
normal. The child’s color was pale as far as the line 
of union with the other twin; the lungs were aerating 
poorly. Child B (on the child’s left) showed good lung 
action and had a normal pink color, suggesting that 
there were separate blood supplies for the two sides. 
There were two sets of heart sounds, with a loud harsh 
murmur over the midline where the two sides joined. 

X-ray examination.—X-ray findings confirmed the 
impression of anomalous twin infants joined antero- 
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medially from the sternum through the pelvis. There 
were found to be two respiratory systems, two nervous 
systems, and two upper gastrointestinal tracts. There 
was some question as to whether the heart was a single 
organ or partially or totally duplicated. The upper 
urinary tract could not be evaluated. It was considered 
unwise to subject the infants to the more rigorous tests 
necessary to determine the extent of duplication of the 
viscera. Intubation and injection of lipiodol, however, 
showed a normal esophagus and stomach in child B; in 
child A the stomach was a rudimentary tubular struc- 
ture and the esophagus rather amorphous. Serial films 
showed that there were two upper small intestines. The 
point of union of the two gastrointestinal tracts could 
not be demonstrated, but may possibly have been in the 
mid-transverse colon. Kidney shadows were not seen 
on any of the films. 

The thorax of child A appeared to have only one 
diaphragmatic leaf, indicating the presence of one lung 
only; child B had two diaphragmatic leaves and prob- 
ably two lungs. A density noted between the two air- 
containing cavities may have represented either a single 
heart or a partially or totally double organ. Several 
round densities in the thoracic region were interpreted 
as showing incompletely divided sterna. There were 
two gas patterns in the abdomen, separate in the upper 
part but overlapping in the lower abdomen. The spine 
in child B showed an apparent deformity in the upper 
lumbar region (Fig. 1), but this may have been due to 
projection. 

Neurologic findings.—Stimulation of the feet indi- 
cated that the nervous systems were separate—child A 
responded to stimulation of the right foot, and vice 
versa. (Later, when it became necessary to inject peni- 
cillin in one buttock or the other, the same ipsilateral 
response was noted.) Electroencephalograms showed 
independent electrical activity in the two brains. The 
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activity in child A was somewhat slower and more ran- 
dom than that in child B, who showed a more persistent 
low amplitude 0-14 CPS activity. EEG changes ac- 
companying sleep occurred independently. Sensory 
stimulus changed the EEG at least slightly in both 
brains, regardless of the leg stimulated. Neither brain 
showed driving response to photic stimulation. 

Feeding.—The infants took glucose water satisfac- 
torily on the day of their birth, and a standard evap- 
orated-milk formula was begun 2 days later, on De- 
cember 15. The formula included 4 oz. milk, 8 oz. 
boiled water, and 4 oz. Dextri-Maltose. Because of the 
tendency toward cyanosis during feeding, especially in 
child A, the infants were placed in oxygen for 30 min- 
utes after each feeding, during most of their hospital 
stay. In general their progress was normal, although 
child B was more vigorous, and took and retained the 
formula better than child A. Following the initial loss 
in weight, the weight gain was normal. 

Hospital course —Child A was cyanotic almost 
continually, child B occasionally. It was noted, how- 
ever, that child A several times stopped breathing for 
short periods, without appreciable change in color. 
Three urinalyses gave normal results. Various blood 
studies showed that the hemoglobin levels ranged from 
15 to 16 gm., erythrocytes 4.5 to 5.5 million, leukocytes 
9,000 to 15,250 with an essentially normal differential 
count. Temperatures ranged from normal to 100 F. 
The stools were liquid and seedy during most of the 
hospitalization. On January 4 there were signs of 
pneumonia in child A, with coughing and sneezing, but 
serious illness did not develop at that time. The infants 
were discharged to the care of the parents and family 
doctor on January 18, 1954. 

Home care.—Noteworthy in this case was the par- 
ents’ wish to care for the anomalous twins at home: As 
a result of the widespread attention to the case in the 
public press, financial help came from various quarters, 
making it possible for the parents to establish suitable 
surroundings and insure adequate care for the infants. 

Because of the digestive problems of child A, two 
separate formulas were instituted during the first week 
at home. It was found that child A’s limited system 
covld handle a dilute formula providing 10 oz. ho- 
mogenized milk and an eaual amount of boiled water, 
with no Dextri-Maltose added. Child B, however, was 
able to take 20 oz. homogenized milk, 7 oz. boiled water, 
and 2 oz. Dextri-Maltose. Both infants received orange 
juice and a liquid vitamin preparation. By March 1 both 
were receiving a diet that included Pablum, egg yolk, 
and strained foods. At 3 months of age their weight 
was 14 Ib., and in general their development seemed 
equal to that of normal infants of the same age. 

During February both infants had an upper re- 
spiratory infection which followed a routine course, 
lasting about a week in each child. Penicillin iniections 
were used to guard against secondary infection. A 
month later, however, more serious respiratory trouble 
developed in child A, for whom emergency treatment 
with oxygen was necessarv, and on March 18 the twins 
were readmitted to the Riley Hospital. 

Second hospitalization—On admission, infant A 
was found to be in marked respiratory distress; the 
lung was fairlv clear, however, with few rhonchi and 
no driiness, The heart showed a single apex beat, and 
cvanosis was evident in the finger tips. There was a 
difftise maculopaprlar rash over the entire body. The 
temperature was 100 F.; results of urinalysis were es- 
sentially normal. Blood studies showed the hemoglobin 
level to be 15.8, erythrocytes 4,800,000, and leukocytes 
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12,000. The leukocyte count rose to 21,000 by April 8, 
but decreased to 8,000 soon afterward. 

The diagnosis was bronchopneumonia caused by 
pneumococcus Type 6. Treatment. with penicillin was 
begun on March 19, 300,000 units twice a day. On 
March 28, x-ray films showed a diffuse pneumonitis in 
the left side of the lung in infant A. On March 29 the 
penicillin regimen was supplemented by terramycin 
suspension, 100 mg. every 6 hours, in infant A, and 
two days later the chest films were reported as “very 
clear.” The body rash, which had become intensified 
to sores on the buttocks, responded to treatment with 
zinc oxide and the heat lamp. The respiratory condition 
continued to improve, and the twins were discharged 
on April 12. 

Terminal events.—Following their return home, 
both infants appeared to be in good health, and their 
final collapse a week later came suddenly and without 
warning. They were rushed to the Daviess County 
Hospital during the afternoon of April 20, where they 
were found to be in acute respiratory and circulatory 
failure; their temperature at admission was 107.4 F. 
All treatment measures failed; infant A died at 4:55 
p.m. and infant B 15 minutes later. The cause of death 
was recorded as acute cardiac dilatation. Permission 
for autopsy examination could not be obtained. 


Comment 


In cases of living conjoined twins, there is usually 
some discussion of the possibility of surgical separa- 
tion. In the case reported above, brief consideration 
was directed toward this problem, but only from a 
theoretical standpoint, in view of the obvious compli- 
cations. Then too, in addition to the purely surgical 
aspects there is always an ethical problem, which was 
well stated by Helbig? in connection with the Wiirz- 
burg case: 

Although it was expected that the sick child would become 
a threat to the life of the healthy child, the scientific possibility 
of separation could not be seriously considered, because from 
the outset this would mean the sacrifice of the sick infant, 
which—since one must assume the existence of two separate 
spiritual and corporeal entities—would not be justifiable from 
the moral and ethical standpoint. 


In view of the complicated interaction of the vital 
systems of the infants discussed here, it seems highly 
unlikely that even the healthier member of such a pair 
would long survive the operation. 

Among cases reported in English scientific publi- 
cations since 1954,**5% none of the infants lived. Ex- 
tensive autopsy studies, as reported, show that each 
case differed from the others with respect to the degree 
of fusion and the extent of duplication of organs. 

It appears that—except in those few families that 
show a genetic tendency toward deformed offspring— 
it remains impossible to generalize with regard to when 
and how such cases of incomplete embryonic separation 


are likely to occur. 
711 Main St. 
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Osteopathic and medical 
textbooks 


FROM TIME TO time THE JoURNAL is asked by medical 
textbook distributors for “a list of textbooks on osteop- 
athy.” Librarians occasionally make a similar request: 
“Kindly recommend one or more books for reference 
and for circulation that will explain osteopathy to our 
readers.” These requests have no more relevance than 
would a similar one directed to an authoritative legal 
body asking for the “name of a book on law,” or one 
to a theological seminary wanting a book that would 
“explain theology” ! 

However, the fact that the requests about osteo- 
pathic texts come to THE JoURNAL from informed and 
authentic sources in itself demands that the subject not 
be brushed off. And its consideration requires a com- 
parison of osteopathy and medicine—a matter that dis- 
turbs those of our readers who would avoid such com- 
parisons as the plague. 

Readers will find that a February editorial com- 
ment, “Medical Books Viewed and Reviewed,” serves 
to supplement this discussion on kinds of textbooks. 
There, special attention was given to reviewing medical 
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books by D.O. authors; here, the discussion centers 
around the need for osteopathic textbooks. And it re- 
views an old question: Why are not more osteopathic - 
books written? 

The inquiry has seldom been answered satisfac- 
torily in the past because questioners have not defined 
the terms they use. As put, the question is unanswer- 
able. It presupposes that osteopathic literature is some- 
thing that is separate, distinct, and different from medi- 
cal literature, or at most only remotely related to it. 
Within such a framework, osteopathic literature is not 
held as medical literature, 

What is lost sight of in the call for osteopathic 
textbooks, however, has rarely been lost in the educa- 
tional policy and practice of osteopathic schools. They 
have always been aware that medical education under 
osteopathic auspices was of one body with a medical 
knowledge not divisible. Law, philosophy, theology, the 
sciences (physical, biologic, or social)—all are great 
highways of man’s knowledge; who would dare divert 
them into alleys? 

From their beginnings, osteopathic colleges em- 
ployed the best medical textbooks available as teaching 
manuals and reference sources. Osteopathic educators 
did not question their usage. Even when not classified 
as such, the basic sciences were exhibited as basic sci- 
ences. Likewise the fundamentals of diagnosis and 
proved therapy were taught as accepted medical knowl- 
edge current in a given period. Teaching of the facts 
of anatomy, chemistry, physiology, and pathology was 
not trimmed to fit a sectarian interpretation. Medical 
education in osteopathic colleges—in its earlier periods 
logically termed “osteopathic” education—was rarely 
less than the valid presentation of known scientific and 
clinical facts that involved the textbook as an outline 
and the instructor as an interpreter. 

This is not to claim that there was never “cultist” 
teaching in osteopathic schools. Would we maintain 
that only osteopathic schools have been free from cultist 
influences? Medical teaching under osteopathic aus- 
pices has long been made a medicopolitical football. 
Until recently there had been no attempt to make an 
objective appraisal of osteopathic education for the 
simple reason that it was not deemed expedient by the 
administrative agencies of either the profession of 
medicine or the profession of osteopathy. Hitherto, re- 
lations between the two professions were characterized 
by the heat engendered rather than the light emitted. 
“Cultism” was the easiest way to disparage osteopathy. 
The best interests and the needs of the public were 
given little consideration in the heat of jurisdictional 
disputes. 

A cultist approach to medicine has its origin in 
mechanistic thinking. This kind of philosophy: (static, 
hence without creativity or originality, as opposed to 
dynamic) applied to biology conceives the processes of 
life as being machinelike or mechanically necessitated. 
Cultist teaching (characterized by devotion to a partic- 
ular person, thing, principle, or concept) has always 
been found in some degree in all schools of medicine 
—more often than not, hidden. 

The mind of Western man seems prone to operate 
mechanistically, and to be dominated by the mechanistic 
concept. Too often the mind of the teacher is closed to 
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all but one idea. And from here it is but one step to a 
form of cultism. Whenever the dogmatic, locked, un- 
questioning, and one-track mind is ventilated with an 
enthusiasm that is charismatically motivated, cultist 
characteristics manifest themselves. The result is that 
cultism comes out into the open. Medical science has 
always been closely related to enthusiasm and charism, 
with the occasional scientist moved to appeal from au- 
thority to the validity of private revelation. 

That there have been few osteopathic textbooks 
can be accounted for logically by the recognition (some- 
times not conscious) that osteopathy had root connec- 
tions with basic medical and physical sciences. There 
was no reason to send down new roots. The paucity of 
standard textbooks with osteopathic authors speaks for 
the fact that the new profession was fundamentally 
sound scientifically, although clinically skeptical. There- 
fore there has been little rehashing of medical text- 
books in order to insure a D.O. authorship. The need 
for medical texts written by D.O. authors seems always 
to have been nonexistent. Classification of textbooks 
as “medical” or “osteopathic”—except within the pro- 
fession—has ever been misleading and artificial. It 
compounded the confusions and contradictions inevit- 
able to an emerging profession. Within today’s per- 
spective, the question of osteopathic texts continues to 
bob up to confuse medical educators, doctors of medi- 
cine, and not infrequently doctors of osteopathy. One 
simple reason for its recurrence is the fact that the 
origin of osteopathy has so long been buried under the 
rubble of political misstatements and counterstatements. 

The matter of osteopathic texts, however, is a coin 
with two sides. Generally speaking, one need in osteo- 
pathic literature is an exposition of the way in which 
the physical medicine concept cuts across practically the 
whole field of medicine. Therein it would be possible 
to establish osteopathy as a natural development in the 
evolution of medicine. Such a study of osteopathy 
would establish its valid existence within the physical 
medicine concept and maintain its historicity by linking 
its past to the living present. 

Specifically, there waits to be reported an examina- 
tion of the role of the musculoskeletal system, its le- 
sions, and their impact on total body economy. 

On the other hand, the establishment of a relation- 
ship between the universal physical medicine concept 
and the practice of osteopathy would translate that con- 
cept into practice. Physical medicine would cease to be 
the truncated thing that it now is—a medical specialty 
without roots. Physical medicine, as an aspect of total 
therapy and not a potpourri of therapeutic agents, must 
also send down its roots to be nurtured by and con- 
nected with the basic medical and physical sciences. The 
fact that these connections have long been established 
for osteopathy through medical education does not alter 
the situation that they have as yet to be established for 
physical medicine, the very ground from which, para- 
doxically, osteopathy derives its substance. 

Except to a degree under osteopathic auspices, no 
move to recognize physical medicine as conceptual 
thinking is discernible in medical education. Is organ- 
ized osteopathy ready to assume a vigorous leadership 
which no longer will segregate its “contribution” to 
medicine? That contribution, when analyzed, includes 
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theory, the role of the musculoskeletal system and its 
lesions in human health and disease, and practice, 
structural diagnosis and manipulative treatment. Is 
medical education under osteopathic auspices prepared 
to develop teaching programs in physical medicine simi- 
lar to patterns that now exist for pharmacology in the 
area of drug healing and in a parity with those pro- 
grams ? 

The founder of the osteopathic profession was a 
seminal thinker—intuitively creative in his grasp of a 
universal concept (physical medicine), prophetic in de- 
nunciation of the medical practices of his day, and 
dynamic in his efforts to reform and reorient those 
practices. Orphaned by its parent, the medical profes- 
sion, osteopathy had to become a living medical move- 
ment and create an identity of its own, if the ideas of 
its founder were to flourish and become a praxis. 

When osteopathic practice lost its dynamic quality 
and hardened into mechanistic thinking, it did no more 
than medical practice has done and continues to do. No 
better example of this can be found than in Virchow’s 
formulation of cellular pathology (1863) which became 
the foundation-stone of modern clinical-pathologic 
medicine. By this elaboration the seat of diseases, as 
Osler put it, was removed from the tissues to individual 
elements, the cells. Since that time medical thinking 
has rarely transcended these building blocks, to en- 
visage the total organism. Virchow’s creative thinking 
was stopped short by being boxed up in a formula— 
structural damage causes disturbed function. All medi- 
cine was transfixed by the formula. The formula was 
right but its rigidity prevented the broad development 
of a converse that is equally true—disturbed function 
can cause structural change. Virchow was put in bonds 
by his organicist followers. The pattern was repeated 
with Koch, the physician-scientist, and his concept of 
specific etiology: Still, the country doctor and a Beau- 
mont of his time and place, has long been held in 
chains; and more recently, Freud was imprisoned by 
certain of his followers. The creative filtered through 
lesser minds becomes the corruptive—often the creative 
mind sets up its own boundaries. 

Implicit in the need for monographs dealing gen- 
erally with osteopathic conceptual thinking and in no 
way severed or segregated from medical thinking, there 
are specific and concrete questions that need answering. 
There has been little scientific exploration of osteo- 
pathic manipulative therapy, and none as an outreach 
of the physical medicine concept. If manipulative treat- 
ment of the lesions of the musculoskeletal system has 
been found clinically to be an integral part of good 
medical care (as osteopathy has long contended it to 
be), where has this empirical experience been accept- 
ably recorded? Has this experience anywhere been ac- 
ceptably connected to biophysics, biochemistry, and 
functional anatomy and physiology? If that relation- 
ship is not yet established scientifically, what is the way 
to its establishment? Some researchers maintain that 
too little fundamental research has been done on the 
internal regulatory mechanism through which the mus- 
culoskeletal system exerts influence on body economy. 

THE JouRNAL would not be presumptuous. It sug- 
gests no projects for scientific exploration. It merely 
wishes to be informed by authoritative persons so that 
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it may inform the profession of the entire medical sit- 
uation today. There is no literature of this sort, in 
article or text form, other than an occasional piece. 

Many osteopathic physicians are asking for a re- 
examination of the fundamental purpose of osteopathy 
to be described in a common-sense way that can be 
understood by literate persons. These persons ask for 
concrete answers, or the forthright. admission that an- 
swers have to be sought. But before answers, there 
come questions. THE JoURNAL makes bold to repeat 
questions that were asked within a different contest in 
an editorial article that was published some months ago 
in THE Forum. 


What is the relation that the musculoskeletal system bears 
to other body systems (cardiovascular, respiratory, nervous, et 
cetera) ? 

How far does the musculoskeletal system interact recipro- 
cally with other body systems, influencing their functioning and 
being influenced by it? 

Are there patterns of disease and is the musculoskeletal 
system involved etiologically in the pattern development? 

Do alterations in the musculoskeletal system, especially in 
vertebral mechanics, play a role in the initiation of a disease 
process or of diseases? 

Can it be demonstrated scientifically that (osteopathic) ma- 
nipulative therapy is an effective agent in the maintenance of 
health and the treatment of disease? 

How can we evaluate the role of manipulation in relation 
to the fundamental medical needs of human beings ? 


A monographic literature reporting studies of 
these or similar topics would be a start toward a genu- 
ine body of subject matter. There are educators, scien- 
tists, and researchers within osteopathy who could re- 
state these questions for the profession in a more 
meaningful and acceptable language than they are 
stated here. And they must be phrased in terms that 
can be validated. 

A mere D.O. authorship of medical textbooks con- 
stitutes no osteopathic literature, no matter how ably 
the material is set forth. A case in point.is a recently 
published booklet by a D.O. author that was critically 
reviewed in THE JouRNAL, (David Shuman, D.O., 
Low Back Pain). Aside from the merit or lack of 
merit of the booklet, would our readers classify it as an 
“osteopathic” monograph? If so, why? Some of THE 
JouRNAL’s correspondents have judged the booklet so. 

There needs to be set up a group of standards by 
which a text, monograph, booklet, or even an article in 
THE JouRNAL, could be accurately categorized as “‘os- 
teopathic.” The label given an article, or a book, or its 
D.O. authorship, is not sufficient evidence to guarantee 
that therein is conceptual thinking that will stand up 
“osteopathically” when subjected to a semantic inter- 
pretation. 

To those within the profession who bemoan the 
lack of an osteopathic literature, to those outside the 
profession who ask for references to it, and to book 
distributors who ask for lists of osteopathic textbooks, 
THE JOURNAL would say unequivocally (within a com- 
mon-sense but precise definition of the term an “osteo- 
pathic text”) there is in print no such concrete body of 
literature, there is no need for it, and such a classifica- 
tion is both misleading and entirely artificial. So sweep- 
ing a statement, however, is not axiomatic. It demands 
explanation if it is not to be misunderstood. 

THE JouRNAL explored this matter editorially in 
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July 1954. The editorial was not followed up by dis- 
cussion within the profession. Did that imply an agree- 
ment with THE JouRNAL’s premise—similar to but in 
less detail then what is presented here—or merely a 
lack of interest or a failure to read what appears in 
A.O.A. publications? THE Journat affirms that the 
question of “osteopathic vs. medical texts” is no mere 
academic discussion. 

' In the interval since THE JouRNAL’s earlier com- 
ment on textbooks, challenges to the osteopathic move- 
ment have multiplied many times. The profession’s 
road ahead has become a subject of thoughtful disputa- 
tion upon every hand. It seems wise, therefore, to pre- 
sent an up-to-date summary statement of the 1954 topic, 
“osteopathic texts,” as a stimulus to its further ex- 
ploration. 

Medicine is a discipline of man, a continuum of 
knowledge, and as such is one with philosophy, theol- 
ogy, law, and the sciences. Like all of man’s knowl- 
edge, the objectives of medicine are in constant need of 
re-examination, reinterpretation, reorientation, and re- 
lease from concepts that have become mechanized and 
limiting. Biologic and medical sciences must be freed 
from bonds, as the physical sciences have been largely 
freed from mechanized concepts, especially the science 
of physics. The writing of standard medical texts by 
authors merely. to exhibit the D.O. degree cannot be 
justified. Neither does the revision of osteopathic writ- 
ing that served its day and time serve a purpose. This 
is not a question for organizational consideration. It 
is beyond the province of private or professional agen- 
cies. True medical writing is not writing about the 
organizational aspects of medicine—it deals with its 
philosophic, scientific, and technologic aspects. Osteo- 
pathic writing is not separate from medical writing 
even though the approaches might be antithetical. 

There is a tremendous need for scholarship in 
medicine by those prepared to subject it to deliberate 
examination as comprehensive medicine—that vast and 
majestic concept, first so named by George Saslow, a 
psychiatrist. In what other way can medicine be freed 
from the curse of hyperspecialization that rests upon 
it? Only with a comprehensive medicine will the three 
universal medical concepts become operative as drug 
healing, mental healing, and physical medicine healing 
—a trinity of concepts lost in origin in primitive and 
archaic medicine and the ground out of which compre- 
hensive medicine will finally come to flower as a living 
entity. Osteopathy’s contribution toward comprehen- 
sive medicine is its emphasis upon the physical medicine 
concept. 

There is no other method of analysis by which the 
osteopathic movement in medicine can be connected to- 
day to the multidisciplinary aspects of total medical 
care except through comprehensive medicine. As con- 
ceptual medical thinking comprehensive medicine is 
above organizational boundaries. It knows none. Both 
physical medicine (a discipline) and rehabilitation (a 
philosophy) are on the way to becoming constituent 
aspects of comprehensive medicine, even as pharma- 
cology and psychology (psychiatry) are an integral 
part of it. The osteopathic movement would not ineptly 
arrogate comprehensive medicine to itself. Nor should 
the profession of medicine so identify itself. Its prac- 
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tice is certainly not comprehensive medicine. And this 
is not to say that in its organized aspects the profession 
of medicine does not often talk as if it encompassed all 
the biologic and social disciplines! The challenge to our 
profession is to restate its purpose in terms of compre- 
hensive medicine, and push toward that goal. The po- 
litico-economic battles between the two organized pro- 
fessions are a different matter and are destined to 
continue in any foreseeable future. 

There is not only a place for truly osteopathic 
writing in monographic form, there is a crying need 
for it. But such writing will not be valid if done within 
a framework of a golden osteopathic past, nor can it be 
validly expressed in terms of a future so distant as to 
be both chimerical and utopian. It must be writing that 
faces today’s medical situation divorced from its prob- 
lems as an organized profession—it is what today’s 
philosophic thinkers term an “existential situation” and 
must be met as such. 

Osteopathy is now called upon to restate its pur- 
pose in terms of concrete proposals. This means an 
identification of itself to society in its two aspects—the 
one scientific, technical, and philosophical, the other so- 
cial and organizational. This is exactly what the pro- 
fession of medicine is being called upon to do today. 
It is not doing this largely because in its organized ef- 
forts it ignores its own clear-thinking leaders. 

What an opportunity faces osteopathic medicine to- 
day! We can do no other than to continue to fulfill our 
obligation to society by producing physicians capable of 
rendering a good quality of medical care—as we have 


*¢A THE EDITORIAL on page 515 
ee discussing texts establishes 
Scientific the dearth of monographic 

Basis ...” studies dealing with the 

role of the musculoskeletal 

system in health and dis- 

ease. Little fundamental research has been done on 
any aspect of physical medicine. Recently published 
was a study of which the profession generally has not 
become aware. Its practicality is based on scientific 
data dealing with the physiologic functioning of the 
musculoskeletal system. The book is the Scientific 
Basis of Athletic Training, by Laurence E. Morehouse, 
Ph.D., F.A.C.S.M., and Philip J. Rasch, C.C.T., Ph.D., 
F.A.C.S.M. (W. B. Saunders Company, Philadelphia, 
1958). Dr. Morehouse is professor of physical edu- 
cation, University of California at Los Angeles; 
and Dr. Rasch is an associate professor of physical 
medicine and rehabilitation, College of Osteopathic 
Physicians and Surgeons, Los Angeles. The book was 
referred to in an editorial comment and reviewed by 
a physiologist of standing in the August 1958 JourNAL. 
The Morehouse-Rasch text is primarily a study 
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asked to. do and been given the right to do in many 
states. We would hope, however, that among our able 
young doctors there would be those who in their exhibi- 
tion of healing agents would rediscover to their satisfac- 
tion and the patients’ benefit the worth of the physical 
medicine concept, exemplified especially in manipulative 
therapy applied as broadly as the other two medical 
concepts are applied in medical care. 

There is a vanguard of thinking men—researchers, 
educators, clinicians, specialists—within both the pro- 
fessions of osteopathy and of medicine that is moved 
to revitalize medicine in all of its aspects. Herein is 
crossing of the lines of change. It will not be accom- 
plished in a fortnight, or a year, or in years. And this 
kind of evolution will be hampered by organization 
rather than stimulated by it. It means that the three 
great universal concepts of medicine will flower in a 
comprehensive medicine—a comprehensive medicine 
that encompasses social medicine (not socialized medi- 
cine). The osteopathic profession could have a place 
within this vanguard of leadership. It has a “contribu- 
tion” to make. 

It is within such a framework that an osteopathic 
literature can be created—and thereby gain distinction 
through losing its own distinctiveness. 

Within this context THE JouRNAL would examine 
the question of an “osteopathic” literature—whether of 
articles, reports, monographs, or textbooks—that out of 
such examination the profession be stimulated to as- 
sume its share of the revitalization of medical literature 
that transcends professional and organizational boun- 
daries and barriers. 


of the physical fitness of the athlete, considered as a 
specialized human animal organism. In the August 
comment the text was stressed as having an immensely 
practical purpose—to furnish team physicians, coaches, 
trainers, and athletes with useful and authoritative 
data, both a guide book and a reference volume. In 
pointing to the book’s purpose and its usefulness, THE 
JouRNAL may have failed to emphasize its uniqueness, 
in that for the first time scientific and medical factors 
had been related to the highly specialized and competi- 
tive use of the human body, involving especially the 
musculoskeletal system. But within its broader con- 
text, the volume has a direct relation to the editorial 
mentioned on osteopathic texts. The Scientific Basis of 
Athletic Training is not merely a guide manual; from 
THE JoURNAL’s point of view it is much more. It is a 
monograph grounded in a universal concept—that of 
physical medicine. 

Osteopathic educators who reviewed the text for 
themselves will have no difficulty in separating its basic 
values from its practical information on the care and 
rehabilitation of the individual who has incurred one 
or more of the injuries common to athletic participa- 
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tion. The volume is grounded in conceptual medical 
thinking in which competitive specialized use of the 
body is understood as dependent upon the kinesiologic 
factors that contribute to particular structures of a 
given human being. There are no gaps between spe- 
cialized use of the body, its ordinary use, and its use 
by the less physically fit. The Scientific Basis .. . is 
recognition of an osteopathic aphorism so long honored 
in words, so little considered in practice—the relation 
of structure to function. Herein is the principle de- 
veloped in breadth—a true understanding of the body 
functioning as an entity. Granted the authors’ premise 
that athletic performance (that is, highly specialized 
physical ability) is “in large part a dynamic expression 
of the design of the human body,” it cannot be less 
true that high level health can be attained only through 
the same type of expression. If this is not fundamental 
“osteopathic” thinking, THe JouRNAL invites those of 
its correspondents who disagree with the premise to 
define such thinking. 

In the July and August 1958 issues, respectively, 
THE JoURNAL commented on two topics, “The profile 
of physical liabilities’ and “Measuring physical fit- 
ness,” to pose two questions, “How can a person utilize 
his physical abilities to get the most out of life without 
hurting himself?” and “For what activities and to 
what extent is a given individual physically fit and 
unfit?” Both of these inquiries relate primarily to the 
wise use of the musculoskeletal system. They are di- 
rectly related to the physical medicine concept. In 
medical thinking their juncture is one with that of 
osteopathy. 

Although the data in the Scientific Basis of Athletic 
Training are applied specifically, the thoughtful reader 
will recognize underneath the book’s coverage factors 
that have been almost totally ignored by medicine both 
as a science and an art. Where in medical literature 
is there a measure of physical fitness, an evaluation 
of physical ability, expressed through the body as an 
entity and the musculoskeletal structure as founda- 
tional? Physical aptitude is a corrective factor by which 
the optimum functioning of the body and mind of a 
given individual can be best ascertained. 

And as to the mind’s functioning, a recent study 
of gifted children has shown that their frequent failure 
to develop good muscular coordination becomes a hin- 
drance to their learning. We have too long payed lip 
service to the aphorism that the body is a totality, an 
entity not divisible. As a profession we are obligated 
by what we term our “contribution” to rethink and 
validate our earlier definitions of the role of body 
structure. How can this be done without relating our 
theory (the role of the musculoskeletal system and its 
lesions in human health and disease) and our practice 
(physical diagnosis and osteopathic manipulation treat- 
ment) to the ground upon which the contribution 
rests ? 

This comment returns to the month’s editorial on 
osteopathic texts. An osteopathic textbook is more 
than a matter of a D.O. author who may have no 
more knowledge of the role of body structure in 
health and disease than to affirm that manipulative 
treatment is “a useful thing.” 

What Drs. Morehouse and Rasch have done in a 
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monograph is what THE JouRNAL pleads to have done 
—one approach toward placing medicine on a “more 
rational and scientific basis.” This purpose was estab- 
lished long ago as the purpose of the osteopathic move- 
ment. 


Manipulative MONTH’S editorial 
technic dealing with osteopathic~s 


texts and the need for 

manuals monographic writing, a dis- 

cussion of manuals on os- 

teopathic manipulative tech- 

nics was deliberately foregone. Rather, the emphasis 

was placed on exploration of the role of the musculo- 

skeletal systems and the physiologic mechanisms in- 

volved in the body’s functioning, which include the 

adaptive responses made possible through the nervous 

system by which motor aims are effected. Technic 

manuals per se do not deal with the broad general bio- 

logic principles from which technics are derived. Our 
fundamental need is in this latter area. 

There is and has always been, however, a serious 
need for manuals dealing with manipulative technics. 
Manipulation is a kind of modality based on the physi- 
cal medicine concept of healing. Osteopathic manipula- 
tion (a phrase coined to describe manipulative technics 
developed particularly by osteopathic physicians) de- 
mands an artistry and skill not readily transmissible by 
the written word. If artistry and skill were generally 
transmissible it would be possible through books alone 
to produce great violinists, painters, sculptors, and, 
more nearly to the point, great surgeons. 

In reviewing a textbook (Manual of Joint Manipu- 
lation, Laycock) written 6 years ago by a professor of 
principles and practice in an osteopathic college, THE 
JouRNAL discussed in some detail the subject of the os- 
teopathic treatment. Pertinent portions of that review 
follow: 


Manuals dealing with either surgical or manipulative tech- 
nics are descriptions of procedures giving little hint of the vital 
processes inherent in the process. The presentation of manipu- 
lative technic within the limits of a textbook necessarily be- 
comes mechanistic (in the philosophic sense) and inadequate to 
meet the need which such a presentation attempts to meet. 

Manuals of manipulative technics to a high degree are nec- 
essarily made up of pictures and diagrams that are most useful 
as a reminder of the peculiar technical skills of their author. 
Since it is scarcely possible even for the skilled to acquire new 
technical methods of manipulation from the pages of a book, 
the neophyte would find such a manual useless or misleading. 

Authors of technic manuals usually are or have been in- 
structors of the students who have come within their orbits. To 
undergraduate students, such manuals are of special interest and 
usefulness, as guides to methods currently under study; and to 
former students they serve to review the methodology of their 
teacher and subject it to the acids developed by their expe- 
rience in practice, thereby enabling them to revise and enrich 
their own skills. 

The point has often been made that Andrew Taylor Still, 
prolific writer that he was for his day, produced no technic 
manual. The fact remains that it has not yet been possible to 
produce a teaching manual of manipulation that even carries 
anything like the same precision found in the better texts on 
surgical technic and these are limited in value... . 


A number of manuals of manipulative technics 
have been published but are out of print. A useful 
service could be rendered by their re-examination and 
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study by a committee made up of professors of technic 
in our colleges with a view to compiling a volume 
which would embody the best of the methods presented 
in out-of-print manuals. Such a committee would be 
small enough to be workable, and it could be advised 
by consultants known today for their high skills in 
manipulation. 
The result could be a volume of value, which would 
¢make available the material of the past that is still use- 
ful and would supplement manuals that are still in print. 


The production of such symposia-like books would 
need as editor one skilled in the methods and means of 
presenting modern teaching material. But its value 
would be inestimable as a standard text for use in os- 
teopathic colleges. 

Such a project could be undertaken by the Ameri- 
can Osteopathic Association jointly with the Associa- 
tion of Osteopathic Colleges and subsidized by several 
other affiliated groups as well as individuals. It could 
fill a vital need. 


SPECIAL 


The 


FUNCTIONAL 
capacities of a YOGI 


PHILIP J. RASCH, Ph.D. 
Los Angeles, California 


H ATHA YOGA comprises the oldest and most 
complex therapeutic exercises in the world. Adherents 
of Hatha Yoga assert that this form of physical train- 
ing maintains good health and cures diseases which are 
considered incurable by Western physicians.*”* 

In the United States the influence of DeLorme and 
Watkins,* Hellebrandt,* and other leaders in the field of 
physical medicine and rehabilitation, has resulted in the 
practice of physical medicine centering around the de- 
velopment of muscular strength and hypertrophy as a 
prerequisite to the restoration of normal physical func- 
tion. The rise of the relatively new profession of cor- 
rective therapy® is a tribute to the acceptance of this 
concept by our physiatrists. 

To the followers of Hatha Yoga this approach is 
not valid. They contend that the development of muscu- 
lar strength and hypertrophy necessitates a great ex- 
penditure of energy that serves only to “wear out the 
heart”; whereas the proper objectives of exercise are 
to increase the intake of oxygen and Prana (life 
force), to improve the circulation, and to maintain 
flexibility. Stiffness, they assert, is synonymous with 
old age. Although its adherents do not claim that the 
practice of Hatha Yoga will increase the life span, they 
believe that the benefits to be derived enable them to 
remain youthful throughout their entire lives. The at- 
taining of endurance in terms of increased ability to 
run distances or to engage in other activities of this 


*Report No. R5-58, Research Center, Los Angeles County Osteopath- 
ic Hospital, Los Angeles, California. 
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type is not a recognized goal of Hatha Yoga. Instead, 
its devotees seek to develop the ability to maintain 
certain asans (poses) for extended periods, which may 
vary from less than % minute for some of the more 
difficult asans to 15 minutes or more for headstands 
and other simple poses. Under monastic conditions they 
practice asans and meditate for 2 hours every morning 
and evening.? The objectives of this form of training 
are primarily nonphysical ; that is, they seek control of 
the body and the mind to achieve calmness and stillness. 
To those who practice yoga, discomforts serve only to 
emphasize the unimportance of physical comfort and 
train them to ignore the distractions of somatic func- 
tions. 

Hatha Yoga emphasizes the importance of breath- 
ing exercises and of diet, the latter being meager and 
lactovegetarian. Eggs, chicken, fish, and meat are said 
to create uric acid, a poison to the body.” 

Certain technics of yoga have been commented on 
favorably by a prominent physical educator in the Unit- 
ed States,° and observations concerning some of the 
principal breathing exercises were reported by Behan- 
an.” However, a review of the pertinent literature 
failed to disclose any reports describing the ultimate 
effects of a prolonged program of this type of physical 
training. 

In February 1958, the writer and his collaborators} 
were afforded an opportunity to make detailed studies 
of a professor of Hatha Yoga from Yoga Vedanta 
Forest University, India. This Swami (Master), a 
healthy male 30 years of age, had practiced yoga for 
the past 12 years. He had a superior intellect, spoke 
English fluently, and was most cooperative. 


Physical examination revealed that when the sub- 
ject was standing erect, his right shoulder was slightly 
lower than the left, an abnormality frequently observed 
among right-handed persons. A slight lateral curve 
was evident in the midthoracic area of the spinal col- 
umn, the apex of the curve being toward the left. No 
other structural abnormalities were apparent. The mus- 
culature was fairly well developed. The joints of the 
shoulders, elbows, wrists, and knees appeared normal 

+Arrangements for the study were made by Laurence E. Morehouse, 
Ph.D. In addition to the author, the investigative team included W. W. 
W. Pritchard, D.O., H. Stanley Cowell, D.O., Cora Cloos, D.O., and 
Ernest L. Stebbins, D.O. Technical assistance was provided by Eugene 


O’Connell, M.A., Frederick Krieger, B.A., Victor Kovner, D.O., Chester 
Smith, and Mrs. Betty Mode. 
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jn size and range of motion. ‘he Babinski and abdomi- 
nal reflexes were normal ; the patellar reflex was hyper- 
active bilaterally. Anthropometric data are presented in 


Table I. 


TABLE I.—ANTHROPOMETRIC DATA 


Height (inches) 65 Knee 
Weight (pounds) 120.5 Right 13 
Girth (inches) Left 13 2/16 
Neck 14 4/16 - Calf 
Chest Right 11 14/16 
Normal 34 12/16 Left 12 4/16 
Expanded 35 4/16 Ankle 
Right biceps Right 7 1/16 
Flexed 11 10/16 Left 7 2/16 
Pendant 11 1/16 Body surface area 1.58M 
Left biceps Ponderalindex 236 
Flexed 11 9/16 Reciprocal 
Pendant ponderal index 12.98 
Forearm Lean body mass 
Right 10 4/16 (pounds) 109.78 
Left 10 Blood pressure 
Wrist (resting, supine) 
Right 6 3/16 Systolic 115 mm. Hg 
Left 6 Diastolic 78 mm. Hg 
Waist 29 14/16 Pulse rate 
Hip 33 4/16 (resting, supine) 62 
Thigh 
Right 21 
Left 21 5/16 


Tests of strength 


It has been reported in the literature that a high 
correlation exists between total proportional strength 
(the sum of the scores of right-hand grip, left-hand 
grip, back lift, and leg lift) and total strength ; also that 
there is a relatively high correlation between total pro- 
portional strength and various other indices of motor 
function. However, a positive correlation between total 
proportional strength and cardiovascular function, re- 
spiratory function, or metabolic rate has not been ob- 
served. In this investigation total proportional strength 
was tested by means of strain gauge dynamometers in 
accordance with the instructions given by Cureton and 
his coworkers.* The results are presented in Table IT. 


TABLE II.—TOTAL PROPORTIONAL STRENGTH 


Approximate 
Raw score percentile Classi- 

Factor (pounds) score fication 
Right hand grip 143 93.0 Very good 
Left hand grip 155 99.6 Superior 
Back lift 200 3.6 Poor 
Leg lift 230 6.7 Poor 
Total proportional 

strength 728 11.5 Below average 


Strength/ weight 6.07 61.0 Average 


The classification of scores recorded in Table II for 
the various tests of strength is based on the Composite 
Scale of Strength of Illinois Medical College freshmen, 
as determined by Cureton and his collaborators.* This 
scale, other than strength/weight, is not entirely satis- 
factory in that individual differences in the size of the 
body were not considered ; our subject was undoubtedly 
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of smaller stature than the majority of American males 
on whom the norms were based. This would account 
for the fact. that this strength/weight classification was 
“average,” although his total proportional strength was 
“below normal.” Notwithstanding his muscular devel- 
opment, which indicated that he would score higher in 
the back and leg lifts, his scores in these tests were 
comparatively low. These results may have been influ- 
enced by psychologic limitations imposed by lack of ex- 
perience in physical tests requiring maximum effort. 


Tests of physical fitness 


Two standard tests were used to evaluate the sub- 
ject’s physical fitness: the Harvard Step Test and the 
Bruce Physical Fitness Index.®° The Harvard Step Test 
was administered according to Weiss and Phillips*® and 
consisted of the subject’s stepping at a cadence of 30 
steps per minute on and off a bench 20 inches high. At 
the end of 3 minutes, he stopped voluntarily. The sum 
of the pulse rates recorded at the prescribed intervals 
during recovery was 200. The index was 45, a score 
classified as “poor physical condition.” This index, like 
the scores recorded in the tests of strength, may reflect 
the subject’s lack of experience with tests requiring 
maximum physical exertion. 

To determine the index of physical fitness (P.F.I.), 
as proposed by Bruce,® the subject walked at the rate 
of 1.73 miles per hour on a treadmill set at a 10 per 
cent grade. The energy expended during this test is 
said to be comparable with that of the ordinary daily 
level of physical activity. The index of physical fitness 
is computed by means of the following formula: 


Duration of exercise in minutes X average re- 
spiratory efficiency during exercise & 100 
PPI = 
Sum of heart beats during first 3 minutes of 
recovery 


Respiratory efficiency, expressed in liters of oxygen per 
100 liters of air, is the difference in oxygen concentra- 
tion in the inspired and in the expired air. The capacity 
to work is affected by the amount of oxygen available 
to the tissues ; hence, the physiologic significance of this 
test is its relationship to the degree of hypoxia pro- 
duced by a standard work load. In this investigation 
the difference in the amount of oxygen in the inspired 
air and in the expired air was measured by a Beckman 
Oxygen Analyzer, Model C. The subject’s index of 
physical fitness was 28, which is high enough to classi- 
fy him among athletes. The contradictory results of 
the Harvard Step Test and the Bruce Physical Fitness 
Index raises the question of whether these tests actual- 
ly measure the same physical components. Further in- 
vestigation of this question will be undertaken. 


Tests of pulmonary function 


The results of routine tests of pulmonary function 
were recorded by a Collins respirometer (13.5L.). 
Some of these data were compared with certain criteria 
used in a previous investigation carried out in this lab- 
oratory."* The results are presented in Table ITI. 

Yogis place great emphasis on various types of 
controlled breathing. Spirograms were made during 
three types: Bhastrika, Sitali, and Ujjai. Bhastrika 
consists of several quick, forcible inhalations and ex- 
halations through the nostrils. A deep inhalation of air 
is held as long as possible and then exhaled completely. 
It is claimed that this form of breathing cures or alle- 
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viates certain respiratory and pulmonary diseases. In 
Sitali the tongue is protruded from the lips and curled 
up to form a tube, through which the breath is inhaled, 
held as long as is comfortable and then exhaled. This 
form of breathing is alleged to cure chronic dyspepsia, 
fever, and biliary disorders. In Ujjai the breath is in- 
haled slowly through the nostrils, retained as long as is 
comfortable and then exhaled. The abdominal muscles 
are slightly contracted throughout inhalation in this 
type of thoracic breathing. Ujjai is reputed to cure 
certain pulmonary and respiratory diseases, dyspepsia, 
and dysentery.*?° 

The spirograms were remarkably similar for all 
three types of breathing. Each showed a preliminary 
series of shallow breaths of about 18 per minute, fol- 
lowed by one or more intervals of holding the breath 
for 30 to 60 seconds. There were no apparent differ- 
ences between the spirograms recorded during Sitali 
and Ujjai; however, the spirogram recorded during 
Bhastrika was characterized by a single interval of 
holding the breath between the periods of shallow pant- 
ing. In general, the respiratory capacity was less than 
that predicted by standard formulas and tables for an 
individual of the size of our subject, as is shown in 
Table IIT. 


TABLE III.—MEASUREMENTS OF PULMONARY FUNCTION 


Vital capacity (cubic centimeters) 


Observed (BTPS*) 3,758 
Predicted by Pemberton-Flanagan” nomogram 4,250 
Difference between observed and predicted values —492 
Observed value as percentage of predicted value 88.4 
Timed vital capacity (percentage of vital capacity) 
exhaled) 
First second: 
Observed 80.0 
Gaensler™ normal 82.7 
Difference between observed and normal values -2.7 
Second second: 
Observed 94.2 
Gaensler normal 94.7 
Difference between observed and normal values 0.5 
Third second : 
Observed 96.8 
Gaensler normal 97.2 
Difference between observed and normal values 0.4 
Maximum breathing capacity (liters per minute) 
Observed (BTPS) 107.8 
Predicted by Motley“ formula 129.6 
Difference between observed and predicted values -20.9 
Observed value as percentage of predicted value 83.1 
Respiratory rate (per minute) Z6-5 


Tidal volume: BTPS (cubic centimeters per minute) 433 
Minute volume: BTPS (cubic centimeters per minute) 4,980 

*Measured volume corrected for body temperature, ambient pressure, 
and water saturation. 


Electroencephalographic study 


The electroencephalogram recorded during normal 
breathing disclosed bilaterally symmetrical waves of 
moderate voltage and a pattern of alpha activity at 11 
waves per second. There were no areas of focal dis- 
turbance. Following Bhastrika the frequency of the 
waves diminished to 5 per second, and this slow pattern 
appeared over all the cortical areas of the brain. This 
pattern is frequently observed in the electroencephalo- 
grams of normal subjects during or immediately fol- 
lowing hyperventilation. 

It is asserted by teachers of yoga that the breath- 
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ing technics described above increase the intake of 
Prana, which can be stored in the body in the same 
manner that electricity is stored in a battery. Other 
purported benefits include “warming the body.” Our 
subject stated that when the body becomes fully charged 
with Prana, involuntary movements may follow. The 
phenomenon is regarded as the surging of “life energy” 
through the body. 

Behanan’ reported that oxygen consumption in- 
creased 24.5 per cent during the practice of Ujjai and 
increased 18.5 per cent during Bhastrika. Otis and Mc- 
Kerrow**** observed that the greater the ventilation, 
the higher the oxygen requirement per liter of ventila- 
tion; and that the total energy expended in breathing 
varied inversely with vital capacity. Hyperventilation 
produced various physical phenomena such as muscular 
tremor or twitching, muscular incoordination, unsteadi- 
ness, hot or cold flashes, a sensation of facial warmth, 
and other similar changes in a high percentage of the 
subjects studied by Wayne." 

The results of our study and the reports cited in 
the literature suggest that the reactions attributed to 
the absorption of Prana during the controlled breathing 
practiced in yoga were actually normal phenomena re- 
sulting from hyperventilation. 


Electrocardiographic study 


An electrocardiogram recorded while the subject 
was at rest was within normal limits. There was sinus 
arrhythmia (57 per minute). The electrical axis was 
plus 22 degrees ; the electrical position of the heart was 
intermediate. The conduction times, which were all 
within normal limits, were as follows: P-R interval, 
0.14 second; ORS interval, 0.04 second ; Q-T interval, 
0.36 second (actual) ; QTc interval, 0.39 second. 


A bipolar chest lead was utilized according to the 
method described by Yu and his associates'* to obtain 
a continuous electrocardiographic record during the 
Bruce test of physical fitness. A summary of the data 
is presented in Table IV. The change in the QTc in- 


TABLE IV.—ELECTROCARDIOGRAPHIC DATA 


Heart Rate QTc* QT-TQ 
(per minute) interval ratio 
Resting 72 39 0.553 
Exercise 117 40 1.34 
Early recovery 100 Al 1.22 
(first 3 minutes) 
Late recovery 83 38 0.895 


(last 3 minutes) 


*QT corrected for heart rate by modified Bazett formula: 
Qfe = 


V RR 


terval during the different periods of the test was simi- 
lar to that observed in the electrocardiograms of normal 
subjects by Yu and his coworkers except that shorten- 
ing of the interval did not occur during the early phase 
of recovery. The QTc intervals in our subject’s trac- 
ing were of considerably shorter duration than those 
reported by Yu. The QT-TQ ratio was slightly less 
than 1.0 second at rest and late in the recovery period 
and approached 1.5 seconds during exercise. These ra- 
tios were similar to the values obtained by Yu. No re- 
markable shifts in the RS-T segments were observed. 
The height of the T waves decreased slightly as the 
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heart rate increased during exercise and they were 
slightly taller and more peaked during the recovery 
period. Master, Friedman, and Dack’® state that the 
lowering of the T wave seen after exercise results from 
“the anoxemia of the myocardium which results from 
a discrepancy between the coronary blood flow and the 
increased demand of the myocardium for oxygen. In 
other words, the exercise induces a transient coronary 
insufficiency which is relieved in a few minutes by rest.” 


Tests of flexibility 


Several tests proposed by Cureton”® were employed 
to measure the subject’s flexibility. These included: 

1. Flexion of the trunk. Subject sits on the floor, 
legs 18 inches apart, fingers interlaced behind the neck, 
and bends forward as far as possible. The distance 
between the forehead and the floor is measured. This 
measurement is primarily the functional length of the 
hamstring muscles.** 

2. Extension of the trunk. Subject lies prone, with 
fingers interlaced behind the neck. While his hips are 
held flat on the floor by an assistant, the subject raises 
his head from the floor as far as possible. The distance 
between his chin and the floor is then measured. 

3. Elevation of the shoulder. Subject lies prone, 
arms extending over head, hands grasping a small rod. 
With his chin touching the floor, he raises his arms up- 
ward as far as possible. The distance between the rod 
and the floor is measured. 

4. Flexion-extension of the ankle. Subject is seat- 
ed on the floor. The position of the foot during maxi- 
mum flexion. and maximum extension is traced on a 
piece of paper held medially to the foot. The angle 
created by the difference between the position of the 
foot in maximum flexion and in maximum extension 
is measured. 

Percentiles for these tests of flexibility have been 
determined on a group of Springfield college men.*° 
The actual scores and the percentiles for our subject 
are presented in Table V. In standardizing the tests 
stature and bodily proportions of the individual sub- 
jects were not considered. However, it would seem 
that the length of the trunk would be an important fac- 
tor in measuring extension of that part. Inasmuch as 
the norms were based on Americans, who in general 
are taller than East Indians, it is probable that our 
subject’s relatively short stature represented a handicap 
that was reflected in his percentile score. Despite this 
handicap, he showed outstanding flexibility by these 
tests. In commenting on the results, he stated that it 
was not until after 3 years of training, initiated at the 
age of 20, that he was able to achieve the extreme range 
of motion required for the yogi poses and exercises. 


TABLE V.—FLEXIBILITY TEST SCORES 


~ Test Raw score Percentile 
Flexion of trunk 0.0” 100.0 
Extension of trunk 20 7%" 99.4 
Elevation of shoulder 25%” 100.0 
Flexion-extension of ankle 74° 93.3 


Roentgenographic examination 


In some of their exercises yogis assume a bizarre 
posture, such as that in which the individual seats him- 
self on the floor, with his thighs abducted, knees acute- 
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ly flexed, and the plantar surfaces of the feet in apposi- 
tion, with toes touching the floor. Roentgenograms 
were taken with the subject in normal positions and in 
various positions assumed during the exercises. A flat 
plate of the pelvis and anteroposterior and lateral views 
of the knees, feet, and ankles revealed no evidence of 
traumatic or pathologic changes. The joint space of the 
knee appeared normal bilaterally. 


Conclusions 


A study was made of the functional capacities of 
an adult male who had practiced yoga for the past 12 
years. Physical examination revealed a well-nourished 
individual whose body appeared to be normal struc- 
turally. Dynamometric tests showed about average 
strength for a man of his size; however, his physical 
fitness for strenuous activity, as determined by his per- 
formance on the Harvard Step Test, was poor. The 
comparatively low heart rate upon cessation of the 
Harvard Step Test suggests that psychologic barriers 
rather than physical limitations may have accounted 
for his relatively low scores in this test. The results of 
respiratory and electroencephalographic studies sug- 
gested that the yogi technics utilized in controlled 
breathing produced hyperventilation. Tests revealed an 
unusual degree of flexibility. Roentgenographic exami- 
nation of the pelvis, knees, ankles, and feet disclosed 
no evidence of traumatic or pathologic changes result- 


ing from the prolonged practice of yoga. 
1721 Griffin Ave. 
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Committees: 
Convention Program, William Baldwin, Jr. 
Convention City, Campbell A. Ward 
A. T. Still Memorial Lecture, Lydia T. Jordan 


Department of Public Affairs, Russell M. Husted 
Bureau of Public Education on Health, Carl E. Morrison 
Bureau of Public Health and Safety, Robert D. Anderson 
Bureau of Industrial and Institutional Service, Theodore F. Classen 
Bureau of Business Affairs, True B. Eveleth 
Committees: 
Finance, Robert D. McCullough 
Professional Liability Insurance, John W. Mulford 
Division of Public and Professional Service, Wesley B. Larsen 


Department of Public Relations, Chester D. Swope 
Council on Emergency Medical Service, Chester D. Swope 


Council on Development, William B. Strong 


Ad Hoc Committees: 
Conference, Floyd F. Peckham 
Format and Scheduling of National Convention, Campbell A. Ward 
Mead Johnson Grants, John W. Mulford 
Manual of Procedure (Joint House-Board), Ralph E. Copeland 
A.O.A, Organizational Structure, Russell M. Husted 
Original School of Osteopathy, R. McFarlane Tilley 
Selection of OPF Director, Galen S. Young 
Structure and Function of Bureau of Professional Education, Victor R. Fisher 
Audio-Visual Education and Information, Ira C. Rumney 
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A Message from the President 
of the American Osteopathic Association 


> One of the problems haunting all physicians 
and surgeons today is the increasing spiral of pro- 
fessional liability cases, both in number and cost. 

I recently attended a 2-day symposium spon- 
sored by the California chapter of the American 
College of General Practitioners in Osteopathic 
Medicine and Surgery, devoted entirely to medico- 
legal problems. Prominent members of the legal 
profession cooperated in the program. 

More such meetings of lawyers and physicians 
should be held to achieve understanding, and to 
contribute to the solution of what is rapidly be- 
coming a major p. »blem. 

The physician »mplains, and rightfully so, of 
the injustices which are perpetrated under the 
guise of medicolegal justice. Mere complaints are 
not enough. 

Certainly no one denies the right of the 
public to be protected against the damaging hand 
of the quack or of the unskilled or irresponsible 
physician. Yet, with increasing frequency it is the 
sincere, honest, and reliable physician who is be- 
coming involved. 

The public is also being victimized, but in a 
way not generally realized. Because of the fear of 
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legal liability, the level of medical care is being 
affected. Physicians are being intimidated in their 
efforts to improve methods of treatment and diag- 
nosis. New methods might fail and legal conse- 
quences might follow. All forms of therapy, in 
even the most skilled hands, have their liabilities. 
As a result, all too frequently today’s physician has 
one eye on his patient’s welfare and a defensive, 
retarding eye on the possible legal implications of 
failure or of diagnostic or therapeutic accident. 
Thus, neither the physician nor the public is being 
well served. 

The legal profession also shares this burden. 
Most lawyers are as dedicated to justice as most 
physicians are to health. Unfortunately some law- 
yers, like some physicians, place a greater value 
on monetary returns than they do on service. 

The policy of some plaintiff lawyers to oper- 
ate on a contingency basis for payment is most 
peculiar. It is as if physicians received one set of 
fees for successful treatment and another set for 
failure. Ultimately, this is not a healthy situation 
for lawyers, physicians, or clients. It would seem 
to me that all of the facts of this growing menace 
to medicine should be opened to discussion by 
these persons. 

Physicians are constantly criticized for hesi- 
tancy in testifying against one another. As poor a 
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defense as this may be, it is about the only one 
available. Until a more equitable solution to these 
problems is worked out, the legal profession can 
look forward to no solution to this problem. 

Many suggestions have been made for ap- 
proaching this question of medicolegal intimida- 
tion. Other countries have adopted methods 
which, at the least, do not encourage suits. It 
seems to me that these, in particular, have merit: 

1. Formation of panels of qualified lawyers 
and physicians to determine the degree, if any, of 
professional liability. Upon such a basis of under- 
standing, many cases may be settled out of court, 
thus avoiding damaging and perhaps unfair pub- 
licity. This method has the merit of placing cases 
before persons qualified to judge them, rather 
than before twelve-man juries that are neither 
medically nor legally prepared. 

2. Assumption of some liability by the plain- 
tiff. If the suit is invalidated, the plaintiff must 
pay the court costs of the defendant. 

3. Agreement on the amount of legal fees 
before the case comes to trial. Thus fees do not 
become contingent upon success or failure, nor 
upon the amount of judgment awarded. 

4. Protection of the innocent as well as of 
the injured by state and national laws. 

If anything constructive is to be accomplished, 
it is apparent that physicians must provide leader- 
ship. In this sense the physician must become the 
plaintiff and must make his case heard if he is to 
safeguard the progress of medicine. Here is a 
wonderful opportunity for all branches of medical 
science to cooperate, not only in self-protection, 
but in public service. 

The American Osteopathic Association pro- 
vides what it believes to be the best possible pro- 


fessional liability insurance program. Measured in 
premiums, it is not the cheapest insurance avail- 
able. But in Association opinion, it is the best and 
thus in the long run, the cheapest. What is impor- 
tant is that your Association has a Committee on 
Professional Liability Insurance that goes far be- 
yond its official duty of over-all management of 
the A.O.A. programs. This Committee, in addi- 
tion to its organizational function, is interested in 
individual liability problems. Your problems are 
its problems, and it seeks to serve and advise you 
to the best of its ability. 

Finally, but equally important, there is much 
that each of us can do to prevent claims. Just as 
preventive medicine is the hallmark of good prac- 
tice, the prevention of claims is the sign of good 
practice habits. The best claim prevention is the 
development and maintenance of good patient- 
physician relationship, but also important is 
physician-physician relationship. Physicians can 
stimulate suits by criticizing the care rendered by 
other physicians. Criticism of the work of others 
—all too often without knowledge of the whole 
story—is a poor and dangerous way of enhancing 
one’s value. Your own good results are your great- 
est enhancement. One rarely achieves stature by 
degrading the reputation of others. 

In my opinion, the whole subject boils down 
to this: Good prevention is good practice. Good 
practice is good claim prevention. 


104 S. Livingston Avenue, Livingston, N.J. 
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Critical re-evaluation and revision 


under way by two groups 


>» The challenge presented in the 
teaching of osteopathic theory and 
practice is being met by two con- 
tinuing groups which held meetings 
in Central Office during March. 
The four members of the Commit- 
tee on Standard Nomenclature held 
their second annual meeting on 
March 11 and 12, and the Seminar 
on the Teaching of Osteopathic 
Theory and Practice met for the 
fourth successive year on March 13 
and 14. 

Both groups are appointments of 
the A.O.A. Bureau of Professional 
Education and Colleges. Although 
their purposes in no way overlap, 
they are concerned with the same 


Leaders in osteopathic education meet 
in annual conferences—Left: seated, Drs. 
Barbara Redding, H. Fraser Strachan, 
Nancy J. Harding, J. S. Denslow, Robert 
B. Thomas, R. MacFarlane Tilley, K. J. 
Davis, Roy J. Harvey; standing, Drs. 
Walter M. Hamilton, R. M. MacBain, 
John B. Shumaker, Joseph E. Prior, John 
A. Greenway, Robert A. Kistner, John 
M. Andrews, James A. Keller, Edgar O. 
Holden, William C. Kelly, Wilbur V. 
Cole, Dale Dodson, Harold W. Witt, 
Raymond P. Keesecker, C. K. Edwards. 
Above: Chairmen Strachan, left, Den- 
slow, and Thomas. Right: seated, Drs. 
Holden and Cole; standing: College 
Deans Shumaker, Des Moines; Kistner, 
Chicago; Tilley, Kirksville; Davis, Kansas 
City. 
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area of examination, and each com- 
plements the other. 

In its membership, the Seminar 
is highly representative of osteo- 
pathic education. Since its first meet- 
ing in Des Moines in 1956, its chair- 
man has been Dr. J. S. Denslow, di- 
rector of research and professor of 
technic at the Kirksville College of 
Osteopathy, Kirksville, Missouri. At- 
tendants from the six colleges in- 
cluded: 

Chicago: Drs. Robert A. Kistner, 
dean, John A. Greenway. 

Los Angeles: Drs. John M. An- 
drews, Nancy J. Harding. 

Kansas City: Drs. K. J. Davis, 
dean, Wilbur V. Cole, C. K. Ed- 


wards, J. E. Mielcarek, Harold W. 
Witt. 

Kirksville: Drs. R. MacFarlane 
Tilley, dean, James A. Keller, Wil- 
liam C. Kelley. 

Philadelphia: Drs. Walter M. 
Hamilton, Barbara Redding. 

Seminar consultants were Drs. 
Roy J. Harvey, Midland, Michigan, 
chairman, A.O.A. Department of 
Professional Affairs, and Dale Dod- 
son, Northfield, Minnesota, member 
of the Bureau on Education. 

The Committee on Nomenclature 
continued its work on a glossary of 
terms especially related to osteo- 
pathic theory and practice. Com- 
mittee chairman is Dr. H. Fraser 
Strachan, Chicago physician and 
professor of anatomy at the Chicago 
College of Osteopathy. 

The function of the Committee, 
according to Dr. Strachan, is to 
render osteopathic nomenclature 
readily understandable by scientific 
people in general; to avoid elaborate 
terminology that has only a theoret- 
ical basis; and to discard timeworn, 
poorly substantiated generalizations 
regarding the nature of the musculo- 
skeletal lesion. 

Committee members in attend- 
ance were Drs. Edgar O. Holden, 
professor of osteopathic principles 
and technics, Philadelphia College 
of Osteopathy, Philadelphia; J. S. 
Denslow; Myron C. Beal, Rochester, 
New York, member of the A.O.A. 
Bureau of Professional Education 
and Colleges; and Raymond P. Kee- 
secker, A.O.A. Editor. Illness pre- 
vented the attendance of Dr. Charles 
C. Dieudonne, Los Angeles, vice 
chairman of the Bureau. 
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A.O.A. takes part in Air 


Pollution Conference 


> The part the osteopathic profes- 
sion can play in solving the broad 
social problem of air pollution has 
been presented by Dr. Alexander 
Levitt, Brooklyn, following his at- 
tendance, as A.O.A. representative, 
at the first National Conference on 
Air Pollution, held in Washington, 
D.C., last November. Dr. Levitt, 
A.O.A. delegate to the National 
Health Council, and former A.O.A. 
Trustee, was a pioneer in the study 
of air pollution in its relation to 
human disease. 


P Close to 500 voluntary and gov- 
ernment agencies met in Washing- 
ton, D.C. last November to pool 
their knowledge and experiences lit- 
erally to clear the air that is being 
breathed by the people of America. 

The United States Department of 
Health, Education, and Welfare of 
the Public Health Service invited 
everyone concerned with air quality 
to the first National Conference on 
Air Pollution. The immediate pur- 
pose of the meeting was to assess 
present knowledge and to set up a 
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unified 10-year plan of action. ‘The 
over-all purpose was to acquaint 
American citizens with the impor- 
tance and complexity of the prob- 
lem, and its bearing upon health. 
Dr. Leroy E. Burney, Surgeon Gen- 
eral, Public Health Service, was gen- 
eral chairman. 

Air pollution has long been a con- 
cern of individual agencies, and 
many significant conferences on the 
subject have been held. But they 
have been primarily of a technical 
nature, with professionals in the field 
exchanging ideas and newly-gained 
knowledge. The November confer- 
ence was different entirely. It was 
a government-sponsored move to 
bring together social, industrial, and 
educational forces to attack a com- 
mon problem. 

Some 1,000 persons attended the 
3-day meeting, held in the Sheraton- 
Park Hotel, November 18-20. They 
were from forty-one states, the Phil- 
ippines, Canada, and the United 
Kingdom. They represented indus- 
try (the largest single group) ; vir- 
tually all major professional and 


voluntary health and welfare asso- 
ciations; universities and research 
centers; trade associations; city, 
county, state, and national govern- 
ments; chambers of commerce; 
farmers organizations; and conser- 
vation groups. 

Dr. Levitt has long been a stu- 
dent of air pollution. Through his 
work in this field, in 1948 a docu- 
mented report on air pollution in its 
relation to disease was distributed by 
the A.O.A. to health officers in the 
United States and Canada. 

The Conference, opened with a 
plenary session outlining the scope 
of the problem to be attacked. Said 
Dr. Burney, in his opening address: 

Unmistakably, the informed people of 
our nation are no longer taking for 
granted the air we breathe. They are re- 
jecting the old maxim that a prosperous 
city is necessarily a dirty city. In only a 
few places, however, has this attitude 
been accepted by the public to the extent 
that it has demanded preventive actions. 
The public as a whole needs to ask sev- 
eral searching questions about air pollu- 
tion. What is it doing to us? What is it 
costing us? Just how inevitable is it? 

To open the way for these an- 
swers, the Conference divided itself 
into general sessions and six discus- 
sion groups, led by top men in gov- 
ernment, industry, and welfare. 
Among them were Dr. Herman E. 
Hilleboe, Commissioner of the New 
York state department of health; Dr. 
Chauncey D. Leake of Ohio State 
University, who represented the 
American Association for the Ad- 
vancement of Science; Dr. Louis C. 
McCabe, president of Resources Re- 
search, Inc.; Dr. James P. Dixon, 
commissioner of health of Philadel- 
phia; Mayor Raymond R. Tucker, 
St. Louis; and Mr. Harry A. Wil- 
liams, managing director of the Au- 
tomobile Manufacturers Association. 

The discussion groups covered 
these aspects of the air pollution 
problem: its extent and sources; 
health, economic, and social effects; 
measures for control; and methods 


United States Surgeon General Leroy E. 
Burney, left, was general chairman of the 
first National Conference on Air Pollution, 
held in Washington, D.C., recently, and at- 
tended by some 1,000 persons from 41 
states. The Association was represented by 
former Trustee Alexander Levitt, Brooklyn. 
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of administration. Out of the dis- 
cussions Came seven recommenda- 
tions (see box on this page). In his 
report on the meeting, Dr. Levitt 
said : 

The Conference presentations were im- 
pressive for their depth and scope. In- 
formation presented strongly supported 


concepts of close linkage between air pol- 


lutants and disease, including cancer in 
the respiratory and upper gastrointestinal 
tract. 

However, Conference participants did 
not close the wide gap that exists be- 
tween research and practice. . . . It was 
somewhat disappointing that the Confer- 
ence did not conclude with more spe- 
cific recommendations regarding correc- 
tive measures to control this growing 
menace. 

The part that can be played by 
the American Osteopathic Associa- 
tion in carrying out Conference ob- 
jectives were presented in seven spe- 
cific suggestions in the official report 
(see box below). 


ence. 


taken to: 


®» The urgency of the problem of air pollution is reflected in the follow- 
ing recommendations from both the recent National Conference on Air 
Pollution and Dr. Alexander Levitt, A.O.A. representative at the Confer- 


Here are seven significant Conference findings, urging that action be 


Committee on A.O.A. Publications—Former President Hobert C. Moore. Bay 
City, Michigan, left, Dr. William B. Strong, Brooklyn, and Dr. Arnold Mel- 


nick, Philadelphia, held the committee's first meeting in Central Office, Chi- 


cago, recently. 


Dr. Levitt concluded his account : 

The problem for which the Conference 
was called by Surgeon General Burney 
offers the A.O.A. a tremendous challenge 
and opportunity for public service. I am 
confident that it will respond in a posi- 
tive, continuing manner. 


1. Extend the present Federal Air Pollution Act, by eliminating the ex- 
piration date and the appropriation ceiling 

2. Recruit and train additional personnel in fields related to air pollution 
3. Expand research into the health effect of pollutants 

4. Devise effective controls for various types of emissions, with particular 
attention to automobile exhausts 

5. Develop better and more economical devices for analyzing pollutants 
6. Endorse the policy of the Federal Air Pollution Act, particularly in re- 
gard to the responsibilities of state and local governments, and of indus- 
trial and other institutions 

7, Educate the public on the extent and urgency of the problem 


Dr. Levitt urges the A.O.A. to: 


1. Give immediate and continuing support to public health programs di- 
rected toward air pollution control 

2. Assign the program to a particular A.O.A. agency, possibly the Bu- 
reau of Public Health and Safety 

3. Direct this agency to set up plans for national, state, and local groups 
to cooperate with the United States Public Health Service and indus- 
trial, labor, and community groups in meeting air pollution problem 

4. Prepare educational programs for both profession and public, to be 
conducted at national, state, and local levels 

5. Suggest that the subject of air pollution in relation to disease become 
a part of osteopathic college curriculums 

6. Develop literature on air pollution, even though additional personnel 
is needed to prepare and publish it 

7. Send to future National Conferences on Air Pollution—and to other 


national meetings of similar magnitude—at least three American Osteo- 
pathic Association representatives 
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Publications committee meets 
in National Headquarters 


> The Committee on A.O.A. Pub- 
lications, set up by the House of 
Delegates last July in Washington, 
recently held its first meeting in Cen- 
tral Office. Members of the Com- 
mittee are A.O.A. Past President 
Hobert C. Moore, Bay City, Michi- 
gan; Dr. William B. Strong, Brook- 
lyn, and Dr. Arnold Melnick, Phila- 
delphia. 

The Committee, which serves as 
an advisory group to the A.O.A. 
Editor, was especially concerned, in 
its initial meeting, with the estab- 
lishment of regular full-time training 
programs in medical writing, and 
with the requirement that the prep- 
aration of scientific articles be a part 
of osteopathic preceptorship and 
residency training programs. 


Foundation board to have 
two lay members 


> Announcement has been made of 
the election of Herbert E. Evans, 
Columbus, Ohio, and H. John East- 
man, Denver, as members of the 
Board of Directors of the Osteopath- 
ic Foundation. They are the first 
laymen to serve on the policy-making 
body of osteopathy’s national non- 
profit organization devoted to the 
support of education and research. 
Their election took place at the 
meeting of the Foundation in Chi- 
cago in January. ~ 

Mr. Evans is vice president and 
general manager of the Peoples 
Broadcasting Corporation, and ear- 
lier was vice president of the Con- 
sumer Distribution Corporation of 
New York City. He spent 16 years 
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as a counselor at Columbia Univer- 
sity, New York. 

He is a director of Doctors Hospi- 
tal, Columbus, a member of the 
board of governors of Franklin Uni- 
versity, Columbus, a corporator of 
Springfield College, Springfield, Mas- 
sachusetts, a member of the National 
Council of the Y.M.C.A. and past 
president of the Ohio Association of 
Radio and Television Broadcasters. 

Mr. Evans is also an active direc- 
tor of the Cleveland Browns. 


Named to Board—Herbert E. Evans, Colum- 
bus, Ohio, left, and H. John Eastman, Den- 
ver, have been elected to the Board of 
Directors of the Osteopathic Foundation. 
They are the first laymen to be so named. 


Mr. Eastman is owner of the East- 
man Oil Well Survey Company of 
Denver. He has operated his own 
company since 1930. In earlier 
years, he was associated with the 
Magnolia Petroleum Company and 
the Standard Oil Company of Cali- 
fornia. He also worked as a water 
locator. 

He is active in Denver and Long 
Beach, California, as a member of 
hospital boards and other civic 
groups. 


Below, left: Research Conference Chairman 
Price E. Thomas, D.O., talks with committee- 
men Walter M. Hamilton, D.O., and Albert 
F. Kelso, M.S. Right, Jack Mayer, KCOS 
student who presented a paper, visits with 
Leonard V. Strong, D.O., of the A.O.A. Bu- 


reau of Research. 


A.O.A. Entertains Third 


Research Conference 


> Close to forty researchers, educa- 
tors, and students met in Central 
Office the week end of March 7 for 
the third annual Conference on Re- 
search, sponsored by the A.O.A. Bu- 
reau of Research to provide oppor- 
tunity for the exchange of ideas and 
examination of projects. 

Dr. Price E. Thomas, associate 
professor of physiology of the Kirks- 
ville College of Osteopathy and Sur- 
gery, Kirksville, Missouri, was the 
chairman of the 2-day program, 
made up of presentations and dis- 
cussion. 

Dr. Leonard V. Strong, New York 
City, vice chairman of the A.O.A. 
Bureau of Research, acted as the 
meeting’s host, assisted by Marie 
Bierbaum, Bureau secretary. 

This year, for the first time, pa- 
pers by three students were named 
as being outstanding in the field of 
student research. The first, “Synthe- 
sis of Hippuric Acid by the Trans- 
planted Kidney,” was presented by 
Jack Mayer; Kirksville, and the sec- 
ond, “A Study of the Value of ‘Glit- 
ter Cells’ in the Urine as a Tool in 
Renal Pathology,’ by Robert E. 
Pike, Chicago. A paper by Robert 
Dzmura, of the Des Moines school, 
was also chosen, but Mr. Dzmura 
was unable to be present to read it. 

Researchers on the program in- 
cluded George E. Hirschman, D.O., 
Shannon C. Allen, Ph.D., George R. 


Caleel, D.O., and Albert F. Kelso, 
MSS., all of the Chicago College; 
William R. Pierson, Ph.D., Los An- 
geles; Wilbur V. Cole, D.O., and 
J. Eugene Mielcarek, M.S., D.O., 
Kansas City; Elliott Lee Hix, Ph.D., 
John A. Chace, D.O., Robert W. H. 
Ho., D.O., and F. T. Dun, Ph.D., 
Kirksville. 

In attendance were faculty mem- 
bers Harry M. Wright, D.O., Kirks- 
ville; Francis S. Buck, D.O., Los 
Angeles; Lester Eisenberg, D.O., 
Philadelphia; Otto F. Guersch, 
Ph.D., and Gilbert Hartman, D.O., 
Chicago; and Wilfred Nusser, M.S., 
Des Moines. Students included Rich- 
ard Keyes, Max Waldron, Joseph 
Lehmkuhle, Keith Barnett, Leo Kas- 
perowitz, and Ladd Tucek, all of 
the Chicago College; Laurence 
D’Antonio, Philadelphia; and James 
Stookey, Kirksville. 

Assisting Dr. Thomas on the pro- 
gram committee were Dr. Jen Yah 
Hsie, Ph.D., Des Moines; Mr. Kel- 
so; and Dr. Walter M. Hamilton, 
Philadelphia. 

“The conference was most success- 
ful and inspiring,” said A.O.A. Ex- 
ecutive Secretary True B. Eveleth. 
“These young men know their sub- 
jects thoroughly and are widely read 
in related fields. The program was 
formal enough to be interesting and 
informal enough for easy give-and- 
take discussion.” 
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Bureau of Public Education on Health 


Bureau on Public Health to 
hold annual meeting 


> The Bureau of Public Education 
on Health will hold its annual meet- 
ing on April 18-19 in Central Office. 

The present members of the Bu- 
reau are Drs. Carl E. Morrison, 
chairman, St. Cloud, Minnesota; El- 
mer C. Baum, vice chairman, Austin, 
Texas; Hobert C. Moore, Bay City, 
Michigan; C. Fred Peckham, Os- 
wego, New York; E. C. Goblirsch, 
Little Falls, Minnesota; and Eugene 


DEPARTMENT OF PUBLIC 


Hearings on 


Health for Peace Act 


> The short title for the interna- 
tional medical research program em- 
bodied in Senate Joint Resolution 41, 
introduced by Senator Hill for him- 
self and fifty-seven other Senators on 
February 2 is “The Health for 
Peace Act.” Hearings on the meas- 
ure were completed by the Senate 
Committee on Labor and Public 
Welfare, headed by Senator Hill, on 
March 10. Below is reproduced a 
copy of the statement submitted for 
the record by the American Osteo- 
pathic Association, presented by Dr. 
Chester D. Swope at the hearings. 
At the time of introduction of the 
Joint Resolution Senator Hill em- 
phasized that the main purpose is to 
mobilize the health resources of the 
United States, and to set up machin- 
ery within the U. S. Government, to 
enable this country to play its proper 
role in a world-wide health and 
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D. Mosier, Puyallup, Washington. 
Dr. Baum, who is chairman of the 
Public Health Committee of the 
Texas Association of Osteopathic 
Physicians and Surgeons, and Dr. 
Moore, a Past President of the 
A.O.A., and co-chairman of the 
Committee on Public Education on 
Health of the Michigan Association 
of Osteopathic Physicians and Sur- 
geons, are the Bureau’s new mem- 
bers. 

At its annual meeting, the Bureau 
reviews the profession’s public edu- 
cation on health objectives and pro- 
grams. Established from time to 
time by the A.O.A. House of Dele- 


RELATIONS 


medical research undertakings. Fur- 
ther in the course of his remarks he 
said: 

Mr. President, recently I asked the 
Legislative Reference Service of the Li- 
brary of Congress to give me an educated 
estimate as to the number of lives that 
have been saved by medical progress in 
the United States during this century. 
They provided me some interesting fig- 
ures. 

By applying the life expectancy rate in 
each successive year since 1900, as com- 
pared to the life expectancy rate in 1900, 
there was produced the figure of 1,600 
million life years saved among the people 
of the United States from 1900 through 
1956. 


Using the present life expectancy fig- 
ure of 70 years per person, 1,600 million 
life years means about 23 million lives 
saved by the advances of medicine and 
science since 1900. 

The Legislative Reference Service also 
advised me that if the death rate of 1900 
had applied in 1955, the number of 
deaths in the United States would have 
been 3,440,000 instead of the actual 
1955 figure of 1,528,000. Thus, in 1955 
alone, 1,911,000 lives were saved by the 


gates, they relate largely to matters 
involving health services at the state 
level. Emphasis is being placed on 
the future status of the profession in 
Alaska, now that it has achieved 
statehood. The forthcoming. state- 
hood of Hawaii will not present as 
serious a problem to the profession 
as Alaska does, since the legal status 
of the osteopathic profession under 
the public health laws of Hawaii is 
already established. 

Bureaus of public education on 
health of divisional societies are re- 
quested to forward to the chairman 
of the Bureau pertinent matters for 
discussion at the annual meeting. In 
particular, any new business requir- 
ing Bureau discussion should be 
brought to its attention. Communi- 
cations should be sent to the chair- 
man of the Bureau of Public Educa- 
tion on Health, 212 E. Ohio Street, 
Chicago 11. 


advances of medicine and science since 
1900. 

Let us take the mortality rate of in- 
fants. If the mortality rate of 1900 had 
been applied in 1955, 586,000 infants 
would have died at birth instead of the 
actual figure of 106,000. Thus, the lives 
of 400,000 infants were saved in 1 year 
by the advance of medical science. For 
every infant who died in 1955, four were 
saved. 

I have heard eminent medical authori- 
ties predict that a major breakthrough in 
the field of cancer, for instance, or in 
heart disease, would almost surely result 
in an extension of the life expectancy in 
America to 75 years. 

S. J. Res. 41 is a bill “To establish 
in the Department of Health, Edu- 
cation, and Welfare the National 
Advisory Council for International 
Medical Research, and to establish 
in the Public Health Service the Na- 
tional Institute for International 
Medical Research, in order to help 
mobilize the efforts of medical scien- 
tists, research workers, technologists, 
teachers, and members of the health 
professions generally, in the United 
States and abroad, for assault upon 
disease, disability and the impair- 
ments of man and for the improve-' 
ment of the health of man through 
international cooperation in research, 
research training, and research plan- 
ning.” 
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Statement of the American Osteo- 
pathic Association ¢ By Chester D. 
Swope, D.O., Chairman, Department 
of Public Relations: On S.J. Res. 41, 
86th Congress, The International 
Health and Medical Research Act of 
1959, Senate Committee on Labor 
and Public Welfare, March 4, 1959. 


The American Osteopathic Asso- 
ciation supports the enactment of 
Senate Joint Resolution 41, entitled 
“The International Health and Med- 
ical Research Act of 1959.” 

S. J. Res. 41, the short title for 
which is “The Health for Peace 
Act”, should enable our Govern- 
ment, our institutions, and our indi- 
vidual researchers the more effec- 
tively to shoulder our responsibilities 
and share in the efforts of others in 
the fields of international health and 
medical research. 

Location of a National Institute 
for International Medical Research 
in the Public Health Service as part 
of the National Institutes of Health, 
as proposed in the Joint Resolution, 
will further recommend the legisla- 
tion. 

The constituent members and af- 
filiated organizations of the Associa- 
tion are devoted to the promotion of 
the public health at home and 
abroad. 

As recently pointed out to another 
Senate Committee engaged in the 
study of international health pro- 
grams, as an international organiza- 
tion the Association publishes and 
disseminates monthly scientific litera- 
ture to its constituent foreign divi- 
sional societies. Article II of the 
Constitution of the Association pro- 
vides: 

This Association shall be a federation 
of divisional societies organized within 
state, provincial or foreign country bound- 
aries, which may be chartered by this 
Association as provided in the By-laws, 
and all such organizations or divisions 
now a constituent part of the American 
Osteopathic Association are declared to 
be chartered as federated units of this 
Association. (Italics supplied.) 


The 1958 YeEaRBooK AND DirEc- 
Tory of the Association lists the Brit- 
ish Osteopathic Association, the Aus- 
tralian Osteopathic Association, and 
five Canadian provincial osteopathic 
associations as foreign divisional so- 
cieties. 

All six colleges of osteopathy and 
surgery in the United States are list- 
ed among the educational institu- 
tions approved by the Attorney Gen- 
eral for purposes of alien students 
desiring to come to the United 
States to pursuc courses of study. 
The above-mentioned YEARBOOK 
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If you want a fellowship in 
osteopathic practice, (and 
if you graduated in 1956 

or later)—ask for it! 

Apply to the Committee on 

Mead Johnson Grants 

212 East Ohio, Chicago 11 


May | is the deadline! 


AND Directory of the Association 
shows that graduates of approved 
colleges of osteopathy and surgery in 
the United States have returned to 
their native countries and entered 
professional practice in— 


Tanganyika Ethiopia 
Territory, England 
East Africa France 

Natal, Germany 
South Africa Holland 

Union of India 
South Africa Ireland 

Nigeria, Mexico 
West Africa Norway 

Australia Scotland 

Austria Ecuador 

Bahamas Peru 

Bermuda Philippine 

Canada Islands 


These physicians in foreign practice 
also receive periodically the scientific 
publications of the Association in 
order that they may keep abreast of 
the scientific progress and develop- 
ment of modern osteopathic medi- 
cine, thereby stimulating a continu- 
ing professional relationship as part 
of the international cooperative pro- 
gram advocated by the American 
Council on Education, of which 
Council the Association is a constit- 
uent member. 

Postgraduate training programs 
offered in certain osteopathic institu- 
tions have been designated as Ex- 
change-Visitor Programs by the 
United States Department of State. 

Encouragement of scientific re- 
search and dissemination of research 
findings are principal objectives of 
the Association. Article II of the 
Constitution of the Association 
states: 

The objects of this Association shall be 
to promote the public health, to encour- 
age scientific research, and to maintain 
and improve high standards of medical 
education in osteopathic colleges. 

Each year the Association reports 
its research grants to the Bio-Sciences 
Information Exchange, where the 
information becomes available to in- 


terested parties everywhere. Findings 
of medical research projects conduct- 
ed in osteopathic institutions under 
grants from the National Institutes 
of Health, the Office of Naval Re- 
search, the Association, and private 
foundations appear from time to 
time in THE JOURNAL OF THE 
AMERICAN OsTEOPATHIC Associa- 
TION and in other medical literature 
such as the International Congress 
of Physiology. 

We appreciate the opportunity of 
being recorded in favor of S. J. 41, 
and we hope it will be speedily en- 
acted. 


Bills in Congress 


> H.R.10—Mr. Keogh of New 
York. A bill to permit self-employed 
persons to set aside 10 per cent of 
net income up to $2,500 a year, with 
a maximum lifetime set aside of 
$50,000, in a qualified policy or 
fund, withdrawals after age 65 to be 
taxed at the going rate at the time 
of withdrawal; a slight penalty tax 
would apply in case of withdrawals 
prior to age 65. Passed House March 
16. 

H. R. 2260—Mr. Vinson of Geor- 
gia. Extends regular and doctor 
draft act until July 1, 1963. Includes 
provision for similar extension of 
special pay of $100-$250 per month 
for physicians and dentists. Cleared 
Congress March 12, 1959. 

H. R. 2422—Mr. Rains of Ala- 
bama. Provides additional tax ex- 
emption for supporting a child who 
is permanently and totally disabled. 

H.R. 2240—Mr. Thompson of 
New Jersey. Amends Internal Rev- 
enue Code to allow tax credit for 
charitable contributions to institu-— 
tions of higher education. 

H. R. 2473—Mr. Donohue of 
Massachusetts. Amends Internal 
Revenue Code to provide a 30 per 
cent credit against the individual in- 
come tax for amounts paid as tuition 
or fees to certain public and private 
institutions of higher education. 

H. R. 2549—Mr. Kilday of Texas. 
Authorizes withholding from salaries 
of government employees of amounts 
for health insurance premium pay- 
ments. 

H. R. 2574—Mr. Yates of Illinois. 
Amends Social Security Act to in- 
crease from $1,200 to $2,400 the 
amount of outside earnings permitted 
each year without deductions from 
OASI benefits thereunder. 


Journat A.O.A. 


H. RK. 2769—Mr. Holland of Penn- 
sylvania. Amends Social Security 
Act to establish a program of insur- 
ance against the costs of hospital, 
nursing home, and surgical service 
for persons eligible for benefits under 
OASI. 

2809—Mr. Westland of 
Washington. Amends Internal Rev- 
enue Code to provide that an indi- 
vidual may deduct amounts paid for 
his higher education, or for the 
higher education of any of his de- 
pendents. 

H. R. 2888—Mr. Libonati of IIli- 
nois. Establishes Bureau of Older 
Persons within the Department of 
Health, Education, and Welfare. 

H. R. 2900—Mr. Libonati of IIli- 
nois.s Amends Internal Revenue 
Code to eliminate the provisions 
which presently restrict the deduc- 
tion for medical expenses to those 
exceeding 3 per cent of gross income. 

H. R. 2926—Mr. Roberts of Ala- 
bama. Amends Communications 
Act to establish a program of Fed- 
eral matching grants for the con- 
struction of television facilities to be 
used for educational purposes. In- 
cludes, among others, a college or 
university deriving its support in 
whole or in part from public rev- 
enues. 

H. R. 2990—Mr. Curtis of Mis- 
souri. Amends National Housing Act 
to increase supply of rental housing 
for elderly persons and to assist in 
the construction, renovation, and 
equipping of licensed nursing homes. 

H. R. 3043—Mr. Moulder of Mis- 
souri. Same as H. R. 2926. 

H. R. 3080—Mr. Keller of New 
York. Same as H. R. 2888. 

H.R. 3154—Mr. Denton of In- 
diana. Amends Food, Drug, and 
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Cosmetic Act to regulate commerce 
in barbiturates and amphetamines. 

H. R. 3183—Mr. McDonough of 
California. To extend indefinitely 
duration of Federal air pollution 
control. 

H. R. 3205—Mr. Santangelo of 
New York. Amends Internal Rev- 
enue Code to provide, in the case of 
professional athletes an income tax 
deduction for depletion of physical 
resources. 

H. R. 3301—Mrs. Green of Ore- 
gon. Amends Public Health Service 
Act to establish a National Institute 
of Geriatrics. 

H. R. 3320—Mr. Kilday of Texas. 
Amends Act of June 31, 1950, relat- 
ing to the appointment of boards of 
medical officers, for determination 
of mental competency. Passed House 
March 16, 1959. 

H. R. 3386—Mr. Van Zandt of 
Pennsylvania. Amends National De- 
fense Education Act to make teach- 
ers in an institution of higher educa- 
tion eligible to have up to one-half 
of their student loans cancelled. 

H.R. 3453—Mr. Breeding of 
Kansas. Amends National Housing 
Act to establish new program of 
mortgage insurance for housing de- 
signed for elderly persons and for 
proprietary nursing homes. 

H. R. 3465—Mr. Elliott of Ala- 
bama. Amends Vocational Rehabili- 
tation Act to evaluate rehabilitation 
potentials and rehabilitation services 
to handicapped individuals, and to 
assist in the establishment of public 
and private nonprofit workshops and 
rehabilitation facilities. 

H. R. 3482—Mr. MacCormack of 
Massachusetts. Increases from 5 per 
cent to 10 per cent the amount 
which corporations may deduct for 


As President of the American Osteopathic Association, Dr. George W. Northup is scheduled to attend 
these annual conventions during May and June: 


Ohio Osteopathic Association of Physicians and Surgeons, Columbus 
Minnesota State Osteopathic Association, St. Paul 

Wisconsin Association of Osteopathic Physicians and Surgeons, Delavan 
Indiana Association of Osteopathic Physicians and Surgeons, Fort Wayne 
Virginia Society of Osteopathic Physicians and Surgeons, Williamsburg 
Iowa Society of Osteopathic Physicians and Surgeons, Des Moines 
Northwest Osteopathic Convention (Washington and Oregon), Eugene, Oregon 
New Hampshire Osteopathic Association, Lake Winnipesaukee 


tax purposes for charitable contribu- 
tions. 

H.R. 3492—Mr. Moorhead of 
Pennsylvania. Amends Title IV of 
the Housing Act to authorize con- 
struction and improvement of class- 
room building and academic facility 
loans to colleges. 

3604—Mr. Addonizio of 
New Jersey. Amends Housing Act 
to increase amount available for 
housing loans to educational institu- 
tions and to hospitals for intern and 
student nurse housing, and to au- 
thorize loans to educational institu- 
tions for classroom building and 
other academic facilities. 

H.R. 3652—Mr. Holtzman of 
New York. Amends Social Security 
Act to provide that full benefits be 
paid to men at age 60 and to women 
at age 55, to remove the limitation 
upon the amount of outside income 
while receiving OASI benefits, and 
to eliminate the requirement that an 
individual must be age 50 to become 
entitled to disability insurance bene- 
fits. 

H. R. 3672—Mr. Multer of New 
York. To provide voluntary coverage 
under OASI for self-employed doc- 
tors of medicine. 

H. R. 3730—Mr. Holifield of Cali- 
fornia. Extends indefinitely the du- 
ration of the Federal air pollution 
control law. 

H. R.3750—Mrs. Rogers of Mas- 
sachusetts. To provide further bases 
for determinations with respect to 
disability for pension purposes. 

H. R. 3856—Mr. Flynn of Wis- 
consin. Amends National Defense 
Education Act to provide for 20,000 
national defense scholarships. 

H. R. 3897—Mr. Dingell of Michi- 
gan. Amends Social Security Act to 


May 4-5 
May 7-8 
May 11-12 
May 17-19 
May 22-23 
May 25-26 
June 15-18 
June 6-7 
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itself. 


re-state.” 


provide insurance against cost of 
hospitalization for persons insured 
under OASI, and their dependents 
and survivors. 

H. R. 4005—Mr. Broyhill of Vir- 
ginia. To regulate the practice of 
physical therapy by registered physi- 
cal therapists in the District of Co- 
lumbia. 

H. R. 4032—Mr. McGovern of 
South Dakota. Amends Public 
Health Service Act (Hill-Burton) to 
include mental health clinics as one 
of the types of facilities for the con- 
struction of which grants may be 
made. 

H. R. 4076—Mr. Moulder of Mis- 
souri. Amends Hill-Burton Act to 
include institutions for the care and 
treatment of the mentally retarded. 

H. R. 4267—Mr. Frelinghuysen of 
New Jersey. To assist institutions of 
higher education to market and re- 
tire bonds issued by them to finance 
the construction of college facilities, 
cited as “College Facilities Act of 
1959.” Includes provision for Fed- 
eral payment of 25 per cent of the 
principal of such bonds in 20 equal 
annual installments. 

H. R.4290—Mr. O’Konski of 
Wisconsin. To extend coverage un- 
der OASI to self-employed doctors 
of medicine. 

H. R. 4415—Mr. Wainright of 
New York. Same as H. R. 4267. 

H. R. 4463—Mr. Ray of New 
York. Amends Internal Revenue 
Code to encourage voluntary pen- 
sion plans by individuals. “Individu- 
al Retirement Act of 1959.” Pro- 
vides for withdrawals prior to age 
65 upon certificates of disability cer- 
tified by “a licensed doctor of medi- 
cine or osteopathy other than a 
taxpayer.” 

H. R. 4498—Mr. Dingell of Michi- 
gan. National Health Insurance Act. 

H.R. 4541—Mr. Tollefson of 
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Three related meetings held recently in Central Office point 
toward the profession’s reinterpretation and renewal of 


The Conference on Research (story on page 530), the Semi- 
nar on the Teaching of Osteopathic Theory and Practice, and 
the meeting of the Committee on Standard Nomenclature 
(page 527) will be considered editorially in the May issue 
of THE JoURNAL under the heading “Re-evaluate: re-phrase : 


Washington. To establish the “Fed- 
eral Agency for the Handicapped.” 

H. R. 4650—Mr. Roosevelt of 
California. To establish a program 
of scholarship aid and long-term 
loans to students in higher education 
and to provide facilities assistance to 
institutions of higher education. 

H.R. 4651—Mr. Roosevelt of 
California. Youth Opportunity Act. 

H. R. 4685—Mr. Beckworth of 
Texas. To provide hospital care for 
peace time veterans on the same 
basis as is provided for wartime vet- 
erans. 


H. R. 4700—Mr. Forand of Rhode 
Island. Amends Social Security Act 
and the Internal Revenue Code so 
as to provide insurance against the 
costs of hospital, nursing home, and 
surgical service for persons eligible 
for OASI benefits. The bill would 
give OASI benefit eligibles up to 60 
days of annual free hospital care and 
up to 120 days of nursing home care 
a year, and pay certain surgical 
costs. By applying Social Security 
taxes to the first $6,000 in annual 
earnings instead of the present $4,800 
the bill would require workers earn- 
ing $6,000 or more to pay $285 a 
year in Social Security taxes by 1969. 
The maximum tax for self-employed 
covered by OASI would be $427.50. 

H.R. 4784—Mr. Anfuso of New 
York. Amends National Housing Act 
to assist in provision of special fa- 
cilities in conjunction with elderly 
family housing and in the provision 
of nursing homes. Defines “special 
facilities” to mean structures and fa- 
cilities designed for use as infirma- 
ries, in-patient or out-patient facili- 
ties, therapeutic facilities, or other 
special facilities as the Commissioner 
may approve and deem adequate 
and necessary to serve the occupants. 

H. R.4797—Mr. Curtis of Mis- 
souri. Amends Internal Revenue 


Code to encourage basic research in 
science by allowing tax credit for 
contributions and other expenditures 
for basic research in science. 

H. R. 4864—RMr. Metcalf of Mon- 
tana. Same as H. R. 4700. 

H. R. 5048—Mr. Cohelan of Cali- 
fornia. To authorize a 5-year pro- 
gram of grants and scholarships for 
collegiate education in the field of 


nursing. 
H. R.5178—Mr. Morrison of 
Louisiana. To provide for health 


and medical services for civilian em- 
ployees in government service over- 
seas and their dependents. 

H. R. 5238—Mr. Broyhill of Vir- 
ginia. Same as H. R. 5178. 

H. R. 5241—Mr. Dollinger of New 
York. Same as H. R. 4700. 

H. R. 5267—Mr. Brooks of Louisi- 
ana. Exempts from income tax cer- 
tain amounts received under govern- 
ment contract for basic or supporting 
scientific research. 

H. R. 5334—Mr. Boyle of Illinois. 
Amends Public Health Service Act 
to authorize the Surgeon General to 
purchase the obligations of or make 
loans directly to private nonprofit 
hospital organizations in order to fi- 
nance construction, including expan- 
sion or alteration, and initial equip- 
ment, of hospital facilities. 

H. R.5379—Mr. Blatnik of Min- 
nesota. Same as H. R. 4700. 

H. R. 5386—Mr. Broyhill of Vir- 
ginia. Federal Employees Health In- 
surance Act of 1959. 

H. R. 5439—Mr. Roosevelt of 
California. Same as H. R. 4700. 

H. R. 5462—Mr. Roosevelt of 
California. Same as H. R. 4498. 

H. R: 5623—Mr. Gubser of Cali- 
fornia. Provides that disability de- 
terminations under OASI shall be 
made by HEW rather than by state 
agencies. 

H. R. 5626—Mr. King of Utah. 
To provide grants to states to assist 
in educating school children about 
harmful effect of tobacco, alcohol, 
and other potentially deleterious con- 
sumables. 

H. R. 5666—Mrs. Rogers of Mas- 
sachusetts. To provide chiropractic 
treatment when requested for veter- 
ans eligible for outpatient medical 
care. 

H. R. 5667—Mr. Porter of Ore- 
gon. Same as H. R. 4700. 

H. J. Res. 211—Mr. McGovern of 
South Dakota. Health for Peace Act. 

H. J. Res. 237—-Mr. Thompson of 


Journac A.O.A, 
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New Jersey. Same as H. J. Res. 211. 

H. J. Res. 293—Mr. Chiperfield of 
Illinois. Same as H. J. Res. 211. 

§.57—Mr. Sparkman of Alabama, 
and others. Amends Housing Act to 
extend and increase program, in- 
cluding loans to hospitals for intern 
and student nurse housing and to 
colleges for classroom, laboratories, 
and facilities, and to make provision 
for a certain type of loan to pro- 
prietary nursing homes. Passed Sen- 
ate February 5, 1959. Reported to 
House Feb. 27, 1959. 

§. 535—Mr. Hennings of Missouri. 
To regulate manufacture, com- 
pounding, processing and distribu- 
tion of habit-forming barbiturate and 
amphetamine drugs. 

S.586—Mr. Kefauver of Tennes- 
see. Creates Department of Science. 

S. 641—Mr. Bible of Nevada, for 
himself and Mr. Cannon of Nevada. 
Amends Hill-Burton Act to permit 
transfer of up to 50 per cent of un- 
used allotments. 

S.675—Mr. Bible of Nevada. 
Regulates the practice of physical 
therapy by registered physical ther- 
apists in the District of Columbia. 

S.676—Mr. Humphrey and oth- 
ers. Creates Department of Science 
and Technology. 

S.679—Mr. Bridges of New 
Hampshire. Amends Social Security 
Act to increase from $1,200 to $1,800 
the annual amount individuals are 
permitted to earn without suffering 
deductions from the insurance bene- 
fits under OASI. 

S.717—Mr. Kefauver and others. 
Authorizes Public Health Service to 
establish after-care post-hospital 
treatment program for drug addic- 
tion. 

S. 760—Mr. Magnuson of Wash- 
ington and others. Amends Long- 
shoremen’s and Harbor Workers’ 
Compensation Act to provide that 
an injured employee shall have the 
right to select his own physician. 

S. 773—Mr. Magnuson of Wash- 
ington. Amends Internal Revenue 
Code to allow deduction for ex- 
penses paid by taxpayer in obtaining 
a higher education or in providing 
a higher education for his spouse or 
children. 

S. 775—Mr. Dodd of Connecticut. 
Amends Internal Revenue law to al- 
low additional exemption of $1,200 
for student at an institution of high- 
er education. 

S. 794—Mr. Fulbright of Arkan- 
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sas. Amends Internal Revenue Code 
to allow taxpayer to deduct certain 
expenses incurred by him in obtain- 
ing a higher education. 

S. 795—Mr. Fulbright of Arkan- 
sas. Allows income tax exemption 
for tax payer or spouse or dependent 
child under 23 years of age who is 
a full-time student at college. 

S.812—Mr. Humphrey and oth- 
ers. Youth Conservation Act of 1959. 

S.841—Mr. Morton of Kentucky. 
To encourage establishment of vol- 
untary pension plans by self-em- 
ployed individuals. 

S. 872—Mr. Langer of North Da- 
kota. Allows additional income tax 
exemption for dependent child in 
full-time college attendance. 

S.881—Mr. Morse of Oregon. 
Amends Social Security Act to in- 
clude insurance against costs of hos- 
pital, nursing home, and _ surgical 
‘service. 

S. 926—Mr. Mundt of South Da- 
kota. Allows income tax deduction 
for certain expenses incurred by tax- 
payer for education of himself, his 
spouse, and his dependents. 

S.929—Mr. Hennings of Mis- 
souri, Mr. Symington of Missouri, 
and Mr. Green of Rhode Island. 
Allows tax deductions for certain 
payments to assist in providing high- 
er education. 

S. 936—Mr. Mundt of South Da- 
kota. Amends Hill-Burton Act to 
include diagnostic or treatment cen- 
ters by applicant mental health cen- 
ters or clinics. 

S. 1009—Mr. Sparkman of Ala- 
bama and others. To encourage es- 
tablishment of voluntary retirement 
plans by individuals, including wage- 
earners, employers, and _self-em- 
ployed not included in a qualified 
pension, profit sharing, or stock 
bonus plan. 

S. 1017—Mr. Morton of Kentucky 
and others. To assist institutions of 
higher education to market and re- 


meeting. 


Conference papers to be abstracted 


Watch the May Journat for abstracts of the papers presented 
by osteopathic researchers and their students at the third an- 
nual Conference on Research, held March 7-8 in Central Of- 
fice, Chicago. Page 530, this issue, carries the story of the 


tire bonds issued by them to finance 
the construction of college facilities, 
cited as “College Facilities Act of 
1959.” Includes provision for Fed- 
eral payment of 25 per cent of the 
principal of such bonds in 20 equal 
annual installments. 

S. 1025—Mr. Dodd of Connecti- 
cut. Extends OASI coverage to doc- 
tors of medicine. 

S. 1056—Mr. Murray of Mon- 
tana. National Health Insurance 
Act. 

S. 1087—Mr. Humphrey of Min- 
nesota. Establishes scholarship aid 
to students in higher education and 
provides facilities assistance to insti- 
tutions of higher education. 

S. 1089—Mr. Humphrey of Min- 
nesota. Provides 30 per cent tax 
credit for amounts paid as tuition to 
certain public and nonprofit institu- 
tions of higher education. 

S. 1091—Mr. Humphrey of Min- 
nesota. Youth Opportunity Act. 

S. 1118—Mr. Humphrey of Min- 
nesota. Authorizes 5-year program 
of grants and scholarships for col- 
legiate education in the field of nurs- 
ing. 

S. 1151—Mr. Humphrey of Min- 
nesota. Provides insurance against 
costs of hospital and nursing home 
service for persons eligible for OASI 
benefits. 

S. 1162—Mr. Neuberger of Ore- 
gon. Provides for additional appro- 
priation to the National Cancer In- 
stitute of the Public Health Service. 

S. 1163—Mr. Neuberger of Ore- 
gon. Amends National Defense Ed- 
ucation Act to make time spent as 
intern or as resident physician inter- 
est free on student loan obligations, 
and to extend 50 per cent cancella- 
tion clause to 10 per cent per year 
for full-time service in medical re- 
search in a Federal, public, or non- 
profit institution in a state. 

S.1169—Mr. Keating of New 
York. To provide for credit of sub- 
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scription charges or insurance pre- 
miums with respect to health or 
medical service plans for the pur- 
poses of the Federal income tax. 

S. 1190—Mr. Magnuson of Wash- 
ington and others. Amends Long- 
shoremen’s and Harbor Workers’ 
Compensation Act to permit injured 
employee to select his own physician. 

S. 1227—Mr. Magnuson of Wash- 
ington. Amends Federal Employees 
Compensation Act to permit injured 
employees to utilize the services of 
chiropractors. 

S.1308—Mr. Langer of North 


Three newspapermen win 
annual A.O.A. award 


> Three metropolitan newspaper re- 
porters are the recipients of awards 
in the second annual newspaper 
story competition conducted by the 
American Osteopathic Association. 
Announcement of the winners was 
made in late March by Robert A. 
‘Klobnak, director, A.O.A. Division 
of Public and Professional Service. 

Awards of $100 each were made 
to George Getze, science editor of 
the Los Angeles Mirror News, Nate 
Hazeltine, medical writer for the 
Washington Post and Times Herald, 
and George R. Staab of the Phila- 
delphia Bulletin. 

Mr. Getze’s winning article was 
based on information received from 
Robert W. Parker, D.O., Reseda, 
California. It described “southern 
California disease,” a psychologic 
illness based on what Dr. Parker 
terms “displacement anxiety.” Cov- 
erage of the A.O.A. convention in 
Washington last summer won Mr. 
Hazeltine his award, and the story 
of the career of James H. Spiro, 
D.O., Philadelphia, was the winner 
for Mr. Staab. Dr. Spiro survived 
German prisoner-of-war camps to 
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Dakota. Amends Internal Revenue 
Code to allow deduction for funeral 
expenses and for all medical ex- 
penses incurred in an individual’s 
last illness. 

S. 1394—-Mr. Neuberger of Ore- 
gon and others. Provides grants to 
states to assist in educating children 
with respect to harmful effects of to- 
bacco and other potentially deleteri- 
ous consumables. 

S.i427—Mr. Langer of North 
Dakota. To provide chiropractic 
treatment when requested for veter- 
ans eligible for out-patient care. 


S. J. Res.41—Mr. Hill of Ala. 
bama, for himself and fifty-seven 
other Senators. The International 
Health and Medical Research Act 
of 1959. Short title: The Health 
for Peace Act. 

S. J. Res. 43—Mr. Javits of New 
York, and others. To establish The 
Health Services Study Commission. 

S.Res.65—Authorizes Senate 
Committee on Labor and Public 
Welfare to make a comprehensive 
study of problems of the aged. Con- 
sidered and agreed to February 6, 
1959. 


become medical director of Juniata 
Park Medical Center and Hospital, 
Philadelphia’s newest osteopathic in- 
stitution. 


Health Survey officials 
visit Central Office 


> Three representatives of the U.S. 
National Health Survey visited Cen- 
tral Office recently, to discuss with 
A.O.A. officials general plans for the 
U.S. National Health Survey which 
was established by Congress in 1956 
(JournaL, November 1956, page 
179), and to ask Association advice 
in relation to two pilot studies now 
being planned. The visitors were 
Alice M. Waterhouse, M.D., Medi- 
cal Advisor; O. K. Sagen, M.D., 
Chief, Special Studies; and James 
Kelly, Dental Representative, all of 
the U.S. National Health Survey of 
the Department of Health, Educa- 
tion, and Welfare. 

Among other Central Office guests 
within recent weeks were: Drs. 
Leonard C. Nagel, Cleveland; Wal- 
lace F. Kreighbaum, Minneapolis; 
D. G. A. Campbell and Douglas E. 
Firth, Toronto, Canada; George F. 
Noel, Dover-Foxcroft, Maine; An- 
drew Long, Detroit; M. S. Crabb, 


M.D., Mrs. Thomas E. Millard and 
Mrs. Luanna Reddin, of the Texas 
State Board of Medical Examiners, 
Fort Worth; Drs. O. M. Wakefield, 
Virginia Beach, Virginia; Donald C. 
Newell, Oak Hill, West Virginia; 
and Noel G. and Virginia Ellis, Fort 
Worth, Texas. 


Robert Townsend joins 
Central Office staff 


> Robert S. Townsend, a native of 
Tennessee, and a veteran of World 
War II, has been named to the staff 
of the A.O.A. Division of Public and 
Professional Service. 

Mr. Townsend is a graduate of 
the University of Missouri School of 
Journalism, in the class of 1949, and 
has done graduate work in English 
there. Before coming to the A.O.A., 
he was on the staff of the Topeka 
Capital Times as a reporter and fea- 
ture writer. He has written award- 
winning series of articles on mental 
health, nursing homes, and alcohol- 
ism. In 1955, he was presented with 
a certificate of merit by the state of 
Kansas for work on behalf of the 
blind and otherwise physically han- 
dicapped. 
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P RO Pp OSED amendments to the Constitution and 


By-Laws of the American Osteopathic Association 


TRUE B. EVELETH, D.O. 
Executive Secretary 


> The following proposed amendments have been 
arranged into groups so as to facilitate study of and 
action thereon by the House of Delegates in July, 1959. 
The groups are as follows: 


1. Amendments to the Constitution which were 
read in 1958 and can be acted on in 1959. 

2. Amendments to the By-Laws not concerned 
with changes in organizational structure and which 
can be acted on in 1959. 

3. Proposed amendments to the Constitution which 
concern organizational structure, and which can only 
be presented in 1959. (Proposed amendments to the 
By-Laws which concern organizational structure and 
which cannot be acted on until related amendments to 
the Constitution are first approved have been omitted.) 

4. Amendments to the By-Laws regarding organi- 
zational structure which are not dependent on prior 
amendments to the Constitution. 


Constitution 


(Were read in 1958, for action in 1959) 


(The following proposed amendments to Article 
1I.—Objects, of the Constitution, were read into the 
record of the House of Delegates in July 1958.) 


ARTICLE II.—OBJECTS 


(Amendment proposed by the New York State 
Osteopathic Society) 


Amend Article II by deleting the present article 
and substituting therefor the following: 


“The objects of this Association shall be: To pro- 
mote the philosophy, science and art of the osteopathic 
school of medicine for betterment of public health, and 
to foster high standards of health care, education and 
research so that all areas of public health may im- 
prove.” 


(Alternate amendment proposed by the New York 
State Osteopathic Society) 


Amend Article II by deleting the present 
article and substituting therefor the following: 


“The objects of this Association shall be to pro- 
mote the public health and the art and science of the 
osteopathic school of practice of the healing art: 


“By maintaining high standards of osteo- 
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pathic education and by advancing the profes- 
sion’s knowledge of surgery, obstetrics, and the 
prevention, diagnosis and treatment of disease in 
general ; 


“By stimulating original research and inves- 
tigation; and by collecting and disseminating the 
results of such work for the education and im- 
provement of the profession and the ultimate 
benefit of humanity.” 


(Amendment proposed by the Indiana Association 
of Osteopathic Physicians and Surgeons) 


Amend Article II by deleting the present article 
and substituting therefor the following: 


“The objects of this Association shall be to pro- 
mote the public health, to improve the high standards 
of medical education in osteopathic colleges, and to 
further scientific research and teaching of the osteo- 
pathic concept in such a manner that its benefits to 
humanity shall be increasingly available.” 


(The following amendment to Article X was pro- 
posed and read into the record of the House of Dele- 
gates in July, vTER by Dr. Melnick of Pennsylvania.) 

ARTICLE X.—AMENDMENTS 


Amend Article X by deleting the words “accred- 
ited voting delegates at such meeting” and substituting 
therefor the words “total number of delegates accred- 
ited for voting.” 


By-Laws 


(For action in 1959) 


(The following proposed amendment, presented 
by the Committee on Constitution and By-Laws, would 
clarify the statement regarding life membership.) 

ARTICLE II._MEMBERSHIP 

Amend Section 3 by deleting the word “Past” 
preceding the word “President.” The sentence would 
then read: “Life membership shall be conferred on 
each President upon conclusion of his term of office.” 


(The following proposed amendments are present- 
ed for consideration in the event the similar proposed 
amendment to Article X of the Constitution is adopted, 
in order to make the By-Laws consistent therewith.) 

ARTICLE IV.—CODE OF ETHICS 

“Amend Section 2 by deleting in the first sentence 

thereof the words “accredited voting delegates at such 
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meeting” and substituting therefor the words “total 
number of delegates accredited for voting.” 
ARTICLE X—AMENDMENTS 


Amend Section 1 by deleting in the first sentence 
thereof the words “accredited voting delegates at such 
meeting” and substituting therefor the words “total 
number of delegates accredited for voting.” 

Amend Section 2 by deleting in the last sentence 
thereof the words “accredited voting delegates at such 
meeting,” and substituting therefor the words “total 
number of delegates accredited for voting.” 


(The following proposed amendment is presented 
by the Committee on Ethics in order to provide for ex- 
pulsion from membership in the A.O.A. of a member 
whose license has been revoked by a duly constituted 
state licensing agency.) 

ARTICLE VII.—DUTIES OF BOARD OF TRUSTEES 


Amend Section 7 by deleting, the last sentence of 

the first paragraph and substituting therefor the fol- 
lowing : 
“Upon the final conviction of any member of an 
offense amounting to a felony under the law ap- 
plicable thereto or the final revocation of his license 
to practice in a state on the grounds of having com- 
mitted a violation of a disciplinary provision of the 
licensing law by a duly constituted state licensing 
agency, such member shall automatically be deemed 
expelled from membership in this Association; a 
conviction or revocation shall be deemed final for 
the purposes hereof when affirmed by an appellate 
tribunal of final jurisdiction or upon expiration of 
the period allowed for appeal.” (New material in 
boldface.) 


(The following proposed amendment is presented 
by the Committee on Ethics). 


Further amend Sec. 7 of Article VII by inserting 
in the second paragraph of the section, following the 
words “divisional society,” wherever they appear in the 
paragraph, the words “or affiliated organization.” The 
paragraph would then read: 

If, because of a breach of the Code of Ethics, a 
member shall have been suspended or expelled from a 
divisional society or affiliated organization by proper 
action of such divisional society or affiliated organiza- 
tion, the Board of Trustees of this Association shall 
review the record of such decision. The decision may 
first be referred to the Committee on Ethics for recom- 
mendations. If the Board shall concur in the action of 
the divisional society or affiliated organization, such 
member shall be suspended for the same period of time 
or expelled from this Association upon the same basis 
as in the decision of the divisional society or affiliated 
organization. 


(In order to effect the organizational changes pro- 
posed by the Committee on A.O.A. Organizational 
Structure and approved by the Board of Trustees and 
House of Delegates in July, 1958, and those approved 
by the Board of Trustees in January, 1959 on recom- 
mendation of the Committee on A.O.A. Organizational 
Structure, the following proposed amendments are 
published for presentation to the House of Delegates 
im July 1959.) 
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Constitution 


(To be read in 1959 and acted on in 1960) 


ARTICLE VII.—OFFICERS 


(The following proposed amendments would re- 
move the offices of both the Second and the Third Vice 
President.) 


Amend the article by deleting the first sentence 
and substituting therefor the following: “The elected 
officers of this Association shall be the President, 
President-Elect and Vice President.” 


Amend the second sentence of the first paragraph 
by deleting the word “First.” 


Amend the second paragraph of the article by de- 
leting the words ‘‘Vice Presidents in the order of their 
designation,” and substituting the word “Vice Presi- 
dent.”” The paragraph would then read: “In the case 
of inability upon the part of the President to serve 
during the term of office for which he has been elected, 
his office and duties shall devolve upon the Vice Presi- 
dent.” 


Alternate Amendments to Article VII 
(paragraphs 1 and 2) 


(The following proposed amendment would re- 
move the office of Third Vice President.) 


Amend the Article by deleting the first sentence 
and substituting therefor the following: “The elected 
officers of this Association shall be the President, 
President-Elect, First Vice President and Second Vice 
President.” 


(The following proposed amendment provides for 
the succession to the presidency of the Immediate Past 
President in case of the inability of the President.) 


Further amend Article VII—paragraph 2, the 
second line following the words “devolve upon the,” 
by deleting the remainder of the paragraph and sub- 
stituting therefor the following: “Immediate Past 
President, and in the event of his inability to serve, 
the responsibility shall devolve upon the Board of 
Trustees.” 


(The following proposed amendment would change 
the title of Executive Secretary to Executive Director.) 


Amend the third paragraph of the Article by de- 
leting, in the first and third sentences, the words “Ex- 
ecutive Secretary,” and substituting therefor the words 
“Executive Director.” 


ARTICLE VIII.—BOARD OF TRUSTEES AND 
EXECUTIVE COMMITTEE 
(The following proposed amendments would re- 
move the Second Past President and the Second and 
Third Vice Presidents as members of the Board of 
Trustees, and would reduce the number of members of 
the Board to sixteen.) 


Amend the article by deleting the first sentence 
and substituting therefor the following: “The Board 
of Trustees of this Association shall consist of the 
President, President-Elect, the Past President for the 
preceding year, and the Vice President, and of twelve 
other members, four of whom shall be elected annually 
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by the House of Delegates to serve for three years, 
provided that all present members shall serve out their 
terms of office.” 


Amend the last paragraph of the article by delet- 
ing the word “First” preceding the words “Vice Presi- 


dent.” 


Alternate amendment to ARTICLE VIII 


(The following proposed amendment would re- 
move the Second Past President and the Third Vice 
President as members of the Board of Trustees, and 
would reduce the number of members of the Board to 
seventeen. ) 


Amend the Article by deleting the first sentence 
and substituting therefor the following: “The Board 
of Trustees of this Association shall consist of the 
President, President-Elect, the Past President for the 
preceding year, First Vice President, Second Vice 
President, and of twelve other members, four of whom 
shall be elected annually by the House of Delegates to 
serve for three years, provided that all present mem- 
bers shall serve out their terms of office.” 


ARTICLE IX—MEETINGS 


(The following proposed amendment would pro- 
vide for the selection of the convention city by the 
Board of Trustees, as recommended by the Committee 
on A.O.A. Organizational Structure.) 


Amend the Article by deleting the first paragraph 
and by substituting therefor the following: “The an- 
nual meetings shall be held at such time and place as 
may be determined by the Board of Trustees.” 


Further amend the Article by deleting, in the sec- 
ond paragraph, the word “House,” and substituting 
therefor the word “Board.” 


ARTICLE X.—AMENDMENTS 


(The following proposed amendment would make 
consistent, references in the Constitution to the Execu- 
tive Director, if the proposed amendment to Article 
VII is adopted.) 

Amend the Article by deleting the word “Secre- 
tary” and substituting therefor the word “Director.” 


By-Laws 


(For action in 1959) 


(The following proposed amendments to the By- 
Laws would effect the organizational changes proposed 
by the Committee on A.O.A. Organizational Structure, 
which are not dependent on changes in the Constitu- 
tion. ) 


ARTICLE III.—FEES AND DUES 
(The following proposed amendment provides for 
the approved designation of the Committee on Mem- 
bership.) 
Amend Section 1 of the Article by deleting in the 
first sentence of paragraphs 6 and 7, the word “Ap- 
proval” following the word “Membership.” 
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ARTICLE VII.—DUTIES OF BOARD OF TRUSTEES 


(The following proposed amendment provides for 
the appointment of the Chairman of the new Depart- 
ment of Business Affairs.) 


Amend Section 5 by deleting, following the words 
“Professional Affairs,” the words “and of,” inserting 
a comma in place thereof, and by inserting following 
ry words “Public Affairs” the words “and of Business 

airs.” 


The article would then read: “The Board shall 
appoint from its own membership, the Chairmen of 
the Departments of Professional. Affairs, Public Af- 
fairs and Business Affairs, who... 


ARTICLE IX.—DEPARTMENTS, BUREAUS 
AND COMMITTEES 
(The following proposed amendment provides for 
the merging of the present Bureau of Professional 
Education and Colleges and the Bureau of Hospitals 
into the Bureau of Professional Education.) 


Amend Section 1 by deleting the first sentence 


thereof, and substituting therefor, the following: “The ~ 


Department of Professional Affairs shall include the 
Bureaus of Professional Education, Research, Organ- 
izational Affairs and Conventions.” 


(The following proposed amendments provide for 
the designation of the present Department of Public 
Relations as the Bureau of Public Relations.) 


Amend Section 2 by deleting the first sentence 
thereof, and substituting therefor, the following: “The 
Department of Public Affairs shall consist of the Bu- 
reau of Public Relations, Public Education on Health, 
and Public and Industrial Health.” 


(The following proposed amendment would de- 
lete from the By-Laws, reference to the Division of 
Public and Professional Service which has become a 
part of the Central Office services.) 


Amend Section 2 by deleting the last paragraph 
thereof which reads: “The Division of Public and 
Professional Service shall be composed of a chairman, 
the President, and the Executive Secretary, who shall 
constitute an Executive Committee of the Division, 
and of such others as shall be appointed. This Division 
shall perform the duties as established by the Board of 
Trustees and the House of Delegates.” 


If the first proposed amendment to Section 2 is 
adopted, amend Section 3 by deleting, wherever it oc- 
curs in the Section, the words “The Department,” and 
substituting therefor the words “the Bureau.” 


Further amend Section 3 by transposing the para- 
graph so that it becomes the second paragraph under 
Section 2. 


Alternate amendment to Section 2 of ARTICLE Ix 


(The following proposed amendment provides for 
retaining in the Department of Public Affairs only the 
Bureau of Public Education on Health and the Bureau 
of Public and Industrial Health.) 


Amend Section 2 by deleting the first sentence 
thereof, and substituting therefor, the following: “The 
Department of Public Affairs shall consist of the Bu- 
reaus of Public Education on Health and of Public 
and Industrial Health.” 
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Alternate Amendment (if the immediately preceding 
proposed amendment to Section 2 is adopted) 


Amend Section 3 in its entirety by substituting 
therefor the following: “The Administrative Commit- 
tee to the Washington Office of the American Osteo- 
pathic Association shall consist of a Director and four 
members appointed by the Board of Trustees, the 
Chairman of the Bureau of Public Education on 
Health, and three from the membership at large. The 
Director and the Chairman of the Bureau of Public 
Education on Health shall be appointed annually. The 
three members at large shall serve for terms of three 
years each, one to be appointed each year. Vacancies 
in the Administrative Committee shall be filled by the 
Board of Trustees for the unexpired terms. The Ad- 
ministrative Committee shall be authorized to employ 
or enlist such assistance as is necessary for the proper 
conduct of its duties, subject to the approval of the 
Board of Trustees. 

The duties of the Administrative Committee shall 
be to carry out the policies of the Association and the 
directives of the Board of Trustees. The Administra- 
tive Committee shall have the responsibilities of mat- 
ters having to do with the profession’s contact with 


Congress and the various United States Government 
departments, bureaus and agencies, and the Committee 
shall not expand its efforts to the assistance in affairs 
in the various divisional societies, except to provide 
information about, and interpretations of, federal laws 
and rulings of government departments, bureaus and 
other agencies. The Administrative Committee shall 
report to the Board of Trustees and the House of 
Delegates.” 


(The following proposed amendment provides for 
the composition of the new Department of Business 
Affairs.) 


Amend Section 4 by renumbering it as Section 5 
and inserting the following paragraph as Section 4. 


“The Department of Business Affairs shall con- 
sist of the Bureaus of Finance and of Insurance. Com- 
mittees may be established by the House of Delegates 
or the Board of Trustees to carry out efficiently the 
work of these Bureaus. The Department shall have 
general supervision of all Association activities involv- 
ing finance and insurance, and such other duties as may 
be directed by the Board of Trustees or the House of 
Delegates.” 


Current Literature 


A different concept 
of prothrombin time control for 
anticoagulative therapy 


> a stuDy IN which three different thromboplastin 
preparations were used in the Quick method for guid- 
ing oral administration of anticoagulants is described 
by M. June Caldwell, M.T., and Edward M. Priest, 
M.D., in the November 1958 issue of the American 
Heart Journal. Some factors known to be present in 
thromboplastin are also constituents of normal plasma 
and take part in clotting. These substances could well 
mask a corresponding deficiency in plasma. This may 
account for the fact that some thromboplastins give 
consistently shorter prothrombin time values than oth- 
ers, constituting a thromboplastin less sensitive to 
changes in plasma. A less sensitive thromboplastin 
could indicate that a patient is stable and well regulat- 
ed, giving the physician a false sense of security. A 
thromboplastin more sensitive to changes in the plasma 
would offer more information. When a large number of 
patients selected at random were followed with the use 
of the three thromboplastin preparations, it was found 
that thromboplastin number 1 gave uniform results, 
number 2 gave shorter prothrombin times, and number 
3 gave more prolonged values. The authors conclude 
that the plasma samples that gave long prothrombin 
times when tested by number 3 thromboplastin were 
different from those that gave short prothrombin times 
with the same thromboplastin. This difference is not so 
readily apparent with the use of the other two throm- 
boplastins. The difference is important to the physician 
and should be known. It mav indicate that the patient 
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is more sensitive to the drug, that he is a potential 
bleeder, or that he is lacking in some factor that is 
present as an impurity in the less sensitive thrombo- 
plastins. 


Upper arm block anesthesia in 
children with fractures 


P REGIONAL BLOCK anesthesia is especially useful for 
arm fractures in children, say Mack L. Clayton, M.D., 
and Donald A. Turner, M.D., in the January 24, 1959, 
issue of The Journal of the American Medical Asso- 
ciation. One may assume there is food in the child’s 
stomach and therefore there is a risk of aspiration if 
general anesthesia is used. The technic involves an 
axillary route instead of the supraclavicular route, 
which too often leads to the complication of pneumo- 
thorax. When the injection is made the proximal part 
of the humerus is used as a “backstop” and the ter- 
minal portion of the axillary artery serves as a con- 
stant and convenient landmark. The median and mus- 
culocutaneous nerves lie anterolateral to the artery, 
while the ulnar and radial nerves lie respectively an- 
terior and posterolateral to it. Using this site for the 
injection eliminates the danger of pneumothorax, and 
by producing a sympathetic blockade it improves cir- 
culation in the arm. The block was used in 80 patients, 
of whom 72 were 10 years of age or younger. Pre- 
medication consisted of pentobarbital given intramuscu- 
larly. The anesthetic was lidocaine (Xylocaine) hydro- 
chloride in 1.5 per cent concentration with epinephrine 
1:100,000, and the average volume injected was 10 cc. 
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With moderate sedation used and the reassurance of 
freedom from pain, most of the patients were very co- 
operative. In the 80 consecutive cases, there was only 
1 failure. 


Clinical manifestations 
of hypometabolism in women 


> BECAUSE OF the difficulty, expense, and possible un- 
reliability of laboratory tests for thyroid function it is 
important for the physician to know the clinical signs 
and symptoms of thyroid disorder, says Henry M. 
Foster, M.D., in the January 1959 issue of the Ameri- 
can Journal of Obstetrics and Gynecology. Hypome- 
tabolism, whether caused by subnormal activity of the 
thyroid gland or by faulty delivery or utilization of 
thyroid products, was found in 13 per cent of the ap- 
proximately 800 women treated at the gynecologic serv- 
ice of a general clinic during 1955 and 1956. The com- 
monest signs and symptoms of hypometabolism were 
chronic fatigue, enlarged thyroid gland, gynecologic 
disorders, dry hair, and nervousness and irritability. 
The most frequent gynecologic disorders were adnexal 
congestion, pelvic pain, adnexal tenderness, and men- 
strual irregularity. 

Liothyronine (3,5,3’ L-triiodothyronine) proved 
effective in relieving the clinical signs and symptoms of 
hypometabolism. Of 102 women who had never re- 
ceived thyroid medication before treatment with liothy- 
ronine, 49 were entirely relieved of signs and symptoms 
and another 49 had a reduction in the number and se- 
verity of signs and symptoms. Only 4 women showed 
no improvement with this therapy. Of 90 women who 
were incompletely responsive to therapy with desiccat- 
ed thyroid in doses that they could tolerate, 39 were 
completely freed of all clinical signs and symptoms 
when they received liothyronine. Forty-three patients 
had a reduction in the number and severity of signs 
and symptoms, 6 showed no important improvement, 
and 2 said they felt worse. Although clinical signs and 
symptoms of hypometabolism are stressed, the impor- 
tance of laboratory tests must not be ignored. In the 
absence of laboratory tests, however, a therapeutic 
trial with liothyronine in patients suspected of hypome- 
tabolism is often desirable and beneficial. Since many 
patients who are incompletely responsive to thyroid 
hormone respond to liothyronine, the latter is the 
preferable drug for trial. 


Common sense evaluation of 
radiation exposure 
in clinical radiology 


P FEAR OF RADIATION has become general and because 
of general ignorance is largely misapplied, says R. R. 
Newell, M.D., in the December 1958 issue of The 
American Journal of Roentgenology, Radium Therapy 
and Nuclear Medicine. Much has been written about 
late sequelae from comparatively small exposures—can- 
cer, leukemia, premature aging, and genetic mutations. 
Cancer of the skin, though affecting many radiologists, 
is comparatively infrequent considering the very large 
number of persons exposed. Therapeutic irradiations 
and internal irradiation (radium in the bones) have 
caused a few cancers, but diagnostic irradiation is prac- 
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tically negligible as a cause of bone or skin cancer. 
Although leukemia has been reported to be ten times 
as frequent in radiologists as in other physicians this 
conceivably could be explained by the differing age 
groups involved. A British study of therapeutic radia- 
tion shows that the frequency of leukemia is correlated 
with the dose, but the resultant increase above the 
natural incidence would not be greater than the differ- 
ence which would naturally occur between two cities 
like Denver and San Francisco. 

In animals large amounts of radiation cause short- 
ening of the life span, though the correlation is not 
certain for small exposures. More observations are 
needed to ascertain similar facts in regard to man. 
Timofeev’s work showing that the frequency of muta- 
tions bears a linear correlation with the dose of radia- 
tion, and that the effects are irreversible, has had abun- 
dant confirmation, so that the genetic injury can be 
extrapolated down to very small doses. However, the 
present maximum permissible dose which is designed 
to protect employees in plants using radioactive mate- 
rials is sufficient for the genetic requirement, and no 
greater protection need be demanded for persons out- 
side the plant. 

Therapeutic radiation is used mostly against can- 
cer, and since the disease is presumably fatal, it is 
sensible to risk the patient’s life to whatever degree is 
necessary in order to save him. Irradiation is now used 
less often in the treatment of nonmalignant diseases, 
and more observation is necessary to determine possible 
deleterious effects. 

Radiologists have an opportunity and a duty to 
correct the unwholesome aspects of unreasoned fear, 
and for this the radiologist himself must be well in- 
formed. In spite of the small amount of injury done 
in diagnostic radiology, every radiologist should con- 
duct his practice so that everyone may become aware 
of his care to give no unnecessary exposure. Use of the 
three-cornered film, limiting the exposure to the area of 
interest, is one of the most effective means of reducing 
such exposure. A square or iris diaphragm, continu- 
ously adjustable, is used, with concentric light beam to 
show the size and location of the irradiated field. Ob- 
viously, the gonads should be covered against the use- 
ful beam in every case if that area is no: needed in the 
roentgenogram. 


Use of anorexigenic agent 
in a weight reduction clinic 


> use oF Ambar (a tablet containing methampheta- 
mine hydrochloride and phenobarbital) in a weight re- 
duction program is described by Robert H. Barnes, 
M.D., in the August 1958 issue of Northwest Medicine. 
Forty-one patients were studied by the double-blind 
technic for 6 months. The patients were from 11 to 
147 pounds overweight, with an average of 52 pounds. 
Of the 41 patients, 27 (65.8 per cent) averaged a loss 
of 1.36 pounds per week while taking Ambar. The 
same 27 patients lost 0.6 pound per week while receiv- 
ing the placebo. Thus the average weekly weight loss 
with Ambar was more than twice that with the placebo. 
So that dosage could be manipulated, the study was 
continued for another 6 months. During this period 
the Ambar doses were increased for the patients who 
were failing to lose weight with the initial dose. The 
medication was timed by the patient to offset hunger 
peaks. Forty-four of the 50 patients in this study (11 
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from the previous group) lost an average of 18.4 
pounds, with a maximum of 65 pounds in one patient. 
The average weight loss per week in these patients was 
1.16 pounds. Of the 80 patients treated in the two 
phases of the study, only 4 (5 per cent) stopped taking 
the medication because of adverse reactions. The effec- 
tive dosage range is wide, and the physician must ma- 
nipulate it according to individual response. Besides 
medication the weight reduction plan should include a 
food plan, exercise (one half-hour walk twice a day), 
and good doctor-patient relationship (regular visits 
every 2 to 4 weeks are essential). 


Idiopathic hypercalcemia 


> IDIOPATHIC HYPERCALCEMIA, if not a new disease, 
has become a much commoner biochemical finding 
than it used to be, according to Stanley Graham, M.D., 
in the January 1959 issue of Postgraduate Medicine. 
The ages of 38 patients at the onset of hypercalcemia 
were from 3 weeks to 11 months. None of the infants 
was breast fed at the time. The onset was usually 
fairly sudden, with development of anorexia, vomiting, 
weight loss, and constipation in an infant who had pre- 
viously been thriving. Thirst occurred in 19 of the 38 
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> Books for review which were received during the period 
from February 5 to March 5 are listed on pages A-170 and 
A-171. Reviews of these books will be published as space permits. 


>» THE HEAD AND NECK IN ROENTGEN DIAGNO- 
SIS. By Eugene P. Pendergrass, M.D., Professor of Radiology 
and Chairman of the Department of Radiology, University of 
Pennsylvania; J. Parsons Schaeffer, M.D., Ph.D., Professor of 
Anatomy and Director of the Daniel Baugh Institute of Anat- 
omy, Emeritus, Jefferson Medical College; and Philip J. 
Hodes, M.D., Professor of Radiology, University of Pennsyl- 
vania. Ed. 2. Cloth. Volumes I and II. Pp. 1824, with illus- 
trations. Price $37.50 per set. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1956. 


It is the firm conviction of this reviewer that these 
volumes are the radiologist’s most valuable possession 
when he is examining the head and the neck. The first 
edition, published in 1940, was a veritable bible in its 
field and covered the material extremely well at that 
time ; however, with the increase in knowledge and im- 
proved technics for study of the head and neck, the 
second edition has become more than twice as large as 
the first, and is now published in two volumes. 

Volume II is a great boon to the neuroradiologist 
and neurosurgeon since the greater part of the volume 
is devoted to head injuries and intracranial tumors and 
their locations by means of encephalography and cere- 
bral angiography. It is doubtful that any single field of 
medical science has developed more rapidly in recent 
years than that of neurology. It is, therefore, apropos 
that much space should be given to this phase of roent- 
gen diagnosis. 
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babies, and polyuria was seen less often. Vomiting, 
anorexia, and constipation occurred in 37, 33, and 19 
cases respectively. Vitamin D intake was on the whole 
far above average requirements. In 2 cases there was 
no history of vitamin D intake as such or in milk, 
The most important physical finding was a certain 
amount of wasting and slight dehydration. The infants 
were apathetic but not irritable, the lips were dry, eyes 
slightly sunken, and muscle tone and turgor were gen- 
erally poor. The severity of signs and symptoms bore 
no relation to the level of serum calcium, nor did im- 
provement necessarily take place when the serum cal- 
cium level returned to normal. Improvement was some- 
times delayed several weeks, and if treatment was 
stopped too soon the level might become elevated again 
within a week or 10 days. The serum calcium was over 
14 mg. per 100 ml. in 20 cases. 

Treatment consists of the omission of all vitamin 
D from the diet and the use of low calcium milk until 
the serum calcium returns to a normal level (7 to 10 
days). Thereafter calcium can be introduced by chang- 
ing over gradually to ordinary liquid or dried milk. 
The serum calcium must be estimated at intervals until 
the risk of hypercalcemia no longer exists. The disease 
usually lasts 2 to 4 months. Hypercalcemia is due to 
excessive intake, to the impurities that vitamin D, con- 
tains, or to hypersensitivity of the infant. 


It has been aptly said of this book that nothing 
of importance has been omitted that deals with the gross 
or roentgen anatomy of the head and neck in health and 


disease. 
Epwarp P. SMALL, D.O. 


> GUIDE TO MEDICAL WRITING. A Practical Manual 
for Physicians, Dentists, Nurses, Pharmacists. By Henry A. 
Davidson, M.D., Editor, Journal of the Medical Society of 
New Jersey. Pp. 338. Price $6.00. The Ronald Press Company, 
15 East 26th Street, New York 10, 1958. 


Medical writers are subject to attacks of frustra- 
tion when they are told that they need only “write 
simply and clearly.”” How, exactly, does one write sim- 
ply and clearly about very complex things? Successful 
writers usually cannot help much because their own 
technics are so ingrained as to defy extraction and 
analysis. In this book Dr. Davidson tries to bridge the 
gap between the proficient author and the tyro. In his 
words, the book “attempts to show the prospective 
author how to pin down his ideas, how to organize 
his subject-matter, how to put it in readable form, 
and how to master the mechanics of presentation.” 
For the most part the author achieves his purpose. 
The exceptions lie in headings that mislead or misin- 
form—contrary to his own advice. 

Each chapter contains excellent material, and the 
reader should not allow himself to be put off by the 
“catchy” titles. For example, “The Tactics of Syntax” 
does not deal at all with sentence structure, as one 
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would expect, but with capitalization, spelling, abbre- 
viation, and technical details including an excellent 
glossary of trade names. “Cacoethes Scribendi,” the 
chapter on how to write a book, suggests little except 
perhaps “author showing off.” Two other chapters, 
however, are plainly titled and plainly written and 
should be required reading for every physician-author : 
“Footnotes and Citations,” and “Pictures and Graphs.” 
The author’s treatment of these essential matters 1s 
most concise and informative. On the other hand, an 
equally competent treatment of language problems is 
hidden under the title “Rx for Readability,” where it 
can easily be overlooked—or perhaps deliberately 
avoided, if the reader happens to have an antipathy for 
Rudolph Flesch. But the flaws in the headings do not 
prevent Guide to Medical Writing from being the most 
complete, practical, and generally helpful book current- 
ly available in this field. 


> CARDIOVASCULAR SOUND in Health and Disease. 
Being a Comprehensive Treatise, Introduced by a Historical 
Survey, Illustrated Mainly by Sound Spectrograms (Spectral 
Phonocardiograms) and Supplemented by an Extensive Bibli- 
ography, With a Section on Respiratory Sound. By Victor A. 
McKusick, M.D., Associate Professor of Medicine, The Johns 
Hopkins University School of Medicine; Physician, The Johns 
Hopkins Hospital. Cloth. Pp. 570, with illustrations. Price 
$15.00. Williams & Wilkins Company, Mount Royal and Guil- 
ford Avenues, Baltimore 2, Maryland, 1958. 


“Any virtue which this monograph may have will 

probably be related to one or all of the following fea- 
tures,” states the author: 
(1) the comprehensive, and I trust, critical, historical survey ; 
(2) the use of spectral phonocardiograms for purposes of illus- 
tration; (3) discussion of auscultatory signs on the basis of 
physical and physiological principles whenever possible in the 
present state of knowledge; (4) an obsession with numbers, 
graphed relationships, and quantification in this field which is 
still largely qualitatively descriptive; and finally (5) the pro- 
vision of an extensive bibliography. 


The book, though it deals only with cardiovascular 
sound, is nearly as extensive as any standard text in 
cardiology. For this the author offers no apology, but 
states that there are few cardiac conditions in which 
the sound is of no significance. It almost always has 
pertinence in connection with other diagnostic meth- 
ods; in fact, it gives information not available by any 
other means. Whether the purpose is to establish a 
diagnosis, exclude a possibility, or provide a diagnostic 
clue which is to be investigated by other means, auscul- 
tation is important. This book is meant to provide as 
exhaustive treatment as possible of this art. 

Spectral phonocardiography is given a prominent 

place in this book because the author feels it has 
“teaching as well as scientific value.” He explains this 
emphasis as follows: 
In the spectral phonocardiogram the display of the frequency 
spectrum (its unique feature) is responsible for three advan- 
tages of the method: (1) Quality, or timbre, is given physical 
definition; (2) resolution in the time dimension is improved; 
(3) a more accurate display of the wide dynamic (i.e., inten- 
sity) range of cardiovascular sound is attained. Potentially 
the method can do all the ear can and probably can even sur- 
pass the ear because (1) it is not wed to a particular fre- 
quency-intensity response curve, (2) it suffers from no 
“psychoacoustic” impediments, (3) it provides better resolution 
in the time dimension, and (4) it produces permanent, quantifi- 
able records. 


The book opens with a historical survey which is, 
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as the author suggested, both extensive and critical. It 
has also the virtue of being very interesting, making 
its perusal a remove above necessity. The next sec- 
tions relate to general and basic considerations in car- 
diac auscultation, including discussions of the nature 
of sound and of the auditory mechanism, rationale and 
method of auscultation, the generation of cardiovascu- 
lar sound and its transmission in the human body, and 
characteristics of general and specific cardiovascular 
sounds. 


A major section of the book relates to cardiovas- 
cular sound in disease. The subdivisions of this sec- 
tion include sound in valvular heart disease, congenital 
cardiovascular disease, diseases of the pericardium and 
of the myocardium, systemic and pulmonary arterial 
hypertension, and such miscellaneous disorders as 
dysrhythmias, conduction. defects, thyrotoxicosis, 
anemia, rheumatic carditis, bacterial endocarditis, an- 
eurysms, embolisms, and related noncardiac conditions 
which would affect heart sound. 


A short section covers procedures for investiga- 
tion of cardiovascular sound in man. Researchers will 
find interesting a section on cardiovascular sound in 
animals. There are also chapters on respiratory sounds 
and miscellaneous sonic phenomena of medical interest, 
and technical appendices particularly related to phono- 
cardiography. An almost overpowering bibliography 
(over 1,600 references) and an extensive index close 
the book. 


This is a major work in the field of cardiology— 
perhaps the most comprehensive of its kind—which 
merits careful examination by every physician who 
diagnoses and treats diseases of the heart. 


® ANAESTHESIA FOR NURSES. By Eric Godwin, 
L.R.C.P., M.R.C.S., F.F.A., R.C.S., Consultant Anaesthetist 
to the Croydon Group of Hospitals. Paper. Pp. 98, with illiis- 
trations. Price $2.50. The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 2, 1957. 


This paper-backed, pocket-sized British boo‘ is 
an expansion of lectures which the author gave to 
student nurses who were interested in knowing more 
about anesthesia than they had learned during class- 
room discussions on the subject. The author’s aim 
was to answer questions which busy anesthetists in 
operating rooms cannot take time to explain. 


The first chapter is a brief history of anesthesia. 
The rest of the text deals with general aspects of anes- 
thesia, with an emphasis on the prevention of avoidable 
deaths which occur while patients are under anesthesia. 
It is the author’s hope that the information he gives 
will help nurses anticipate and thus correct many 
complications that might cause death. 


> DYNAMIC ANATOMY AND PHYSIOLOGY. By L. 
L. Langley, Ph.D., LL.B., Associate Professor of Physiology, 
University of Alabama Medical Center; E. Cheraskin, M.D., 
D.M.D., Professor and Chairman of the Department of Oral 
Medicine, University of Alabama Medical Center; Ruth 
Sleeper, R.N., Director of the School of Nursing, Massachu- 
setts General Hospital. Cloth. Pp. 719, with illustrations. 
Price $6.00. McGraw-Hill Book Company, 330 West 42nd 
Street, New York 36, 1958. 


A student text which follows the current trend of 
combining anatomy and physiology, but which is a 
leader in excellence, has recently been released. It is 
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intended primarily for students in the ancillary healing 
arts, who are studying in universities, junior colleges, 
and hospital diploma schools. 

The text is arranged in such a way that the in- 
structor can choose material to suit either a basic intro- 
ductory course or a more complex study. Descriptions 
of anatomy and physiology are usually separate, to 
accommodate those who prefer to deal with them in- 
dividually. 

The outstanding feature of the book is its illustra- 
tions. Many of these are in co!or, and all are well- 
drawn and meaningful. The clarity and interesting 
tone of the text can be commended almost as highly. 
All in all, this book is a most worth-while publication, 
and should find wide acceptance. 


> THE PRINCIPLES AND PRACTICE OF MEDICINE. 
A Textbook for Students and Doctors. By Sir Stanley David- 
son, B.A.Cantab., M.D., F.R.C.P.Ed., F.R.C.P.Lond., M.D. Os- 
lo, Physician to H.M. the Queen in Scotland; Professor of 
Medicine and Clinical Medicine, University of Edinburgh; 
Physician-in-Charge, Royal Infirmary, Edinburgh; and The 
Staff of the Department of Medicine, University of Edinburgh, 
and Associated Clinical Units. Ed. 4. Cloth. Pp. 1070, with 
illustrations. Price $8.00. The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 2, 1958. 


This, the fourth edition in 6 years of a collabora- 
tive text, is, as have been preceding editions, notably 
consistent throughout, an achievement made possible 
through close cooperation among the contributors. The 
rarer diseases are not considered in detail; only those 
conditions likely to be found in common practice are 
discussed thoroughly. With the aid of the excellent in- 
dex, it is possible to have the answers to questions about 
any up-to-date methods of diagnosis, treatment, recog- 
njzed etiology, and prevention of diseases in a matter of 
minutes. The size of the book is small, increasing its 
appropriateness as an authoritative desk reference. 


> REVERSICON: A MEDICAL WORD FINDER. By 
J. I. Schmidt, Ph.B.S., M.D., Litt.D.; President, the Ameri- 
can Society of Grammatolators; Chairman, National Associa- 
tion on Standard Medical Vocabulary. Cloth. Pp. 440. Price 
$7.50. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Ill., 1958. 


Dr. Schmidt, according to a note on the jacket of 
this Reversicon, is “President of the American Society 
of Grammatolators.” And according to a standard, 
forward-going lexicon (Proversicon?), a grammatola- 
tor is a worshipper of words. The fact goes far to- 
ward explaining how this amazing book came to be. 


The Reversicon is an ingenious device for finding 
exact scientific terms. You need not know how a word 
sounds, how it is spelled, or even whether there is such 
a word. If for example you feel there ought to be a 
word for being blessed with crisp, curly hair, you turn 
to section H and read, “Hair, crisp curly, condition of 
having . . . Ulotrichy.” The various meanings for a 
term are exhaustively cross-indexed, to allow for 
human vagaries with respect to what constitutes the 
key work in a concept. The casual reader will find 
hundreds of intriguing words he never knew existed 
—indeed, he may suspect the author of a tendency 
toward idiolalia ( “Language, fictitious or invented, use 
of”). 

Writers and editors should find this book a valu- 
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able addition to their source materials. Physicians will 
find it helpful in relieving the frustration of noman- 
amnosis (“Obsession with attempt to recall forgotten 
name of person or thing”). With regard to medical 
writing, however, one hopes that the book will be used 
with caution. The interests of clarity would hardly 
be served by substituting such a word as “atretocystia” 
for the familiar term “imperforate bladder.” A book 
like the Reversicon is intended as an authoritative help 
rather than as authority itself. 

We note with pleasure that Dr. Schmidt has two 
more of these remarkable dictionaries in press: Medi- 
cal Discoveries: Who and When, and Dictionary of 
Medical Slang and Related Esoteric Expressions. Dr. 
Schmidt is apparently that rarest of medical birds—a 
language genius. His three unique dictionaries will 
constitute a compact and invaluable source library for 
the busy physician. 


>» THE AMPHETAMINES: Their Actions and Uses. By 
Chauncey D. Leake, Ph.D., Professor of Pharmacology, The 
Ohio State University, Columbus. Cloth. Pp. 167. Price $4.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1958. 


To furnish a noncritical review of available in- 
formation about actions and uses of the amphetamines 
is the aim of this book. The author recommends its 
use by lawyers, sociologists, psychologists, and “other 
intelligent citizens,” as well as by physicians and others 
in the health professions. This ambitious breadth of 
coverage is unfortunately not matched by the quality 
or quantity of the writing in the book. There are some 
interesting facts, but the physician would probably 
find them either rather elementary or not too pertinent 
to his practice. It would certainly be advised that he 
look the book over carefully before he decides to pur- 
chase it, to make sure that it meets his needs. 


>» HANDBOOK OF CARDIOLOGY FOR NURSES. By 
Walter Modell, M.D., F.A.C.P., Associate Professor, Cornell 
University Medical College; Attending Physician, New York 
Veterans Administration Hospital; Associate Attending Phy- 
sician, Bellevue Hospital; and Doris R. Schwartz, B.S., R.N., 
Associate Professor, Cornell University-New York Hospital 
School of Nursing; Public Health Nursing Coordinator, Com- 
prehensive Care and Teaching Program, The New York Hos- 
pital-Cornell Medical Center. Ed. 3. Cloth. Pp. 328. Price 
$4.50. Springer Publishing Company, 44 East 23rd Street, New 
York 10, 1958. 


The dual threads of understanding a disease pro- 
cess and caring for the patient who suffers from it 
are interwoven throughout this book—in its third edi- 
tion and still the only one of its kind on cardiac dis- 
ease. Perhaps the skill with which this has been done 
is best indicated by its continued acceptance: this in 
spite of its having to serve as an ancillary text or ref- 
erence, rather than a regular text, in most schools of 
nursing. 

The latest revision incorporates changes in drug 
therapy and the newest in surgical technics, and adds 
a chapter dealing with nursing technics. This edition, 
even more than the two previous ones, takes the nurse’s 
point of view in its descriptions. Its tone is warm and 
sympathetic, especially in the nontechnical discussions, 
yet it seems to be detailed enough to offer worth-while 
suggestions to almost any nurse who cares for patients 
with cardiac disease. 
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A recent clinical study* clearly established that Gerber Strained Egg Yolks 
are less allergenic than home-cooked egg yolks. An exclusive 
“time/temperature” sterilization process (45 minutes at 240° F) markedly 
reduces the allergenic effect of the egg yolks, according to 
the investigators. This special process also insures a safe, uniform product 
which is much more palatable than sieved, hard-cooked yolks. 


This is but one of many continuing research projects conducted by 
Gerber in the interest of better nutrition for infants. 


Gerber. Baby Foods 


FREMONT, MICHIGAN 


*ToDD, RICHARD H.,M. D. ET AL, THE JOURNAL OF ALLERGY 28:436-448, 1987 
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WHEN THE TECHNIQUE 
CALLS FOR A DIAPHRAGM... 


the trend is toward the 
NEW 


DIAPHRAGM Worth 


Six reasons why physicians 
are recommending Koro-Flex 


1. Ease of insertion, auto- 
matic placement. 

2. Reduces physician's fit- 
ting, instruction periods. 

3. Develops patients’ confi- 
dence. 

4. Folds behind pubic bone 
with suction-like action, 
formingan effective barrier. 
5. Locks in spermicidal |u- 
bricant, delivers it directly 
under and next to the os 
uteri. 

6. Simple to remove. 


KORO-FLEX (contouring) Diaphragm ac- 
ceptable, not only where ordinary coil- 
spring diaphragms are indicated but 
for Flat rim (Mensinga) type as well. 
Suggest the convenient-economical 
KORO-FLEX 60-95 mm 


Feminine Clutch-style 
bag with zipper 
closure. 
Diaphragm, 
tube KOROMEX 
Jelly (3 02.) 
Cream (1 

02. trial size). 


KORO 


CONTOURING SPR 


Available in all prescription pharma- 
cies. Write for descriptive literature. 
The coil spring diaphragm is available 
in the Koromex Compact. 


HOLLAND-RANTOS CO., INC. 
Manufacturers of KOROMEX Products 
145 Hudson Street, New York 13, N. Y. 
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WHEN EVERYTHING 
IS OFF SCHEDULE=— 
INCLUDING HIS STOMACH — 


antispasmodic-sedative 


puts the “jumpy,” nervous g.i. tract back on schedule— 
with its regulative antispasmodic-sedative action. 


BUTIBEL brings relief through the non-cumulative sedation of 15 mg. 
BUTISOL Sodium® butabarbital sodium combined with the 
antispasmodic action of natural extract of belladonna 15 mg. (per tablet 
or 5 cc.)—each ingredient having approximately 

the same duration of action. 


BUTIBEL Tablets ° Elixir « Prestabs® Butibel R-A 
(Repeat Action Tablets) 


[ 


relief from cramping postpartum pain 


DARVON’ COMPOUND, potent - safe well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, 
Lilly), alone and in combination, has been substantiated by more than a hundred 
investigators in the treatment of over 6,300 cases. Of 439 postpartum patients, 
400 (91.1 percent) obtained effective analgesia; 39 (8.9 percent) did not respond. 
Six patients experienced some constipation, the only side-effect encountered. 

Darvon Compound combines, in a single Pulvule®, the analgesic action of 
Darvon with the antipyretic and anti-inflammatory benefits of A.S.A.® ——_- 
pound (acetylsalicylic acid and acetophenetidin compound, Lilly). 

Usual dosage for Darvon Compound is 1 or 2 Pulvules three or four times 
daily; for Darvon, dosage is 32 mg. every four hours or 65 mg. every six hours. 

Darvon is available in 32 and 65-mg. Pulvules at pharmacies everywhere. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
920232 
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Conventions and 
meetings 


Announcements 


: American Osteopathic Associa- 
= tion, Sixty-Third Annual Conven- 
s tion, Palmer House, Chicago, July 
s 13-17. Program Chairman, William 
s Baldwin, Jr., West Side Osteo- 
s pathic Hospital, 1253 W. Market 
s St. York, Pa. 


Academy of Applied Osteopathy, annual 
meeting, Chicago, July 17. Program 
Chairman, Howard E. Gross, 1102 E. 
Normal Ave., Kirksville, Mo. Secre- 
tary, Margaret W. Barnes, P.O. Bin 
1050, Carmel, Calif. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 
gery, annual meeting, Hotel Fort Des 
Moines, Des Moines, Iowa, November 
8-10. Program Chairman, Jean F. Le- 
Roque, 3305 S. W. Ninth St., Des 
Moines 15. Secretary, A. J. Schramm, 
5880 San Vicente Blvd., Los Angeles 
19. 


American College of Osteopathic Intern- 
ists, annual meeting, Hotel Statler, 
Dallas, Texas, September 24-26. Pro- 
gram Chairmen, J. F. DePetris, 5101 
Ross Ave., Dallas 6, and Joseph T. 
Rogers, 1459 Fort St. Wyandotte, 
Mich. Secretary, Glennard E. Lahrson, 
460 Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Program Chairman, Don E. Ranney, 
793 N. Renaud, Grosse Pointe Woods 
36, Mich. Executive Secretary, Mrs. 
E. F. Martin, Box 488, Coral Gables 
34, Fla. 


American Osteopathic Academy of Ortho- 
pedics, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Secretary, J. Paul Leonard, 2673 W. 
Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual clinical assembly, 
Hotel Statler, Los Angeles, October 25- 
29. Program Chairmen, Glenn F. Gor- 
don, 209 Security Bldg., Glendale 3, 
Calif., and John C. Bell, 2434 Glen- 
dower Ave., Los Angeles 27. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 
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rip-Back Blades 


are now available... 


in the Puncture Proof 
Sterile Blade package that 
can be autoclaved. 


; in the CONVENTIONAL pack- 
EL? ~~ Y age—six of one size in a rust- 


_ in the RACK-PACK package— 
blades pre-racked ready for 


Ask your dealer 


BARD-PARKER COMPANY, INC. 


BP DANBURY. CONNECTICU 
A DIVISION OF BECTON. DICKINSON AND COMPANY 


B-P - RIB-BACK + IT’S SHARP - RACK-PACK are trademarks of BARD-PARKER 


American Osteopathic College of Proc- 
tology, annual meeting, Muehlebach 
Hotel, Kansas City, Mo., April 15-17. 
Program Chairman, Joseph S. Lefler, 
820 Mentor Ave., Painesville, Ohio. 
Secretary, Eugene W. Egle, Lackland 
Clinic, 2335 Brown Rd., St. Louis 14. 


American Osteopathic College of Radi- 
ology, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 2515 E. 
Jefferson Blvd., South Bend 15, Ind. 


American Osteopathic Hospital Associa- 
tion, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 


Executive Secretary, Mr. Emil Her- 
bert, 4000 Brady St., Davenport, Iowa. 


Arizona, annual meeting, Valley Ho Ho- 
tel, Scottsdale, May 1-3. Executive 
Secretary, Russell Peterson, 2747 E. 
McDowell Rd., Phoenix 22. 


California, annual meeting, Hotel del 
Coronado, Coronado, May 9-13. Pro- 
gram Chairman, Elden B. Shields, 2640 
Pasadena Ave., Los Angeles 31. Exec- 
utive Secretary, Mr. Thomas C. Schu- 
macher, 4775 Santa Monica Blvd., Los 
‘Angeles 29. 


Canada, annual meeting, Alpine Inn, St. 
Marguerite Station, Quebec, October 
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Mi? 


the first 
effervescent 
bulk laxative 


PHYSIGIANS IN 3 MAJOR CITIES FOR OVER TWO TEARS 


EXCELLENT RES UL1$—greater hydrophilic capacity without the feeling of fuliness 
(gelling takes place in the intestine — not in the stomach). Low viscosity permits 
uniform distribution throughout intestinal contents. 


PLEASANT TASTING—deiightfully temon-flavored effervescent liquid 


assures patient cooperation. 


FLEXIBLE— dosage can be varied to the of adults, geriatrics, chil- 


dren, pre- and post-operative patients .. 


EASY-TO-TAKE— 
drink. 


CONTENTS: 


Each 7 Gm. (approximately 1 rounded tea- 

spoonful) provides: 

Sodium Carboxymethyleellulose. .. .2 Gm. 

...... 6 mg. 
(chemically similar to the active principle 
of prunes) 


Supplied: 9 oz. bottles at all pharmacies. 


Stuart 


“THE STUART COMPANY - 


everyone, 
Isoks good. Really tastes good. Clear, attractive, effervescent | 


DOSAGE: 


Adults: initially, 7 mai teaspoonful in a. 
glass of water, morning and fight. Dosage 
may be increased or decreased to suit needs. 
Children 3 years and over: initially, 1 level 
teaspoonful in one-half glass of water upon 
retiring. Subsequent dosage to be ened 
according to results. 


PASADENA, CALIFORNIA 
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first choice” antibiotic 


staph and “gram negatives 


because it is: 
bactericidal—not merely bacteriostatic 


e rapid-acting 


e effective against a wide range of organisms, 
including many strains resistant to other 
antibiotics 


e clinically safe in specified dosage 


e jess likely to lead to the development of 
resistant organisms in clinical usage 


e “‘most likely to succeed"’ — in saving time, 
cutting the cost of illness, reducing com- 
plications and bringing about a successful 
therapeutic result 


because it is: Clinically proven 


in over 1000 cases by 111 investigators, reported in 42 published papers 


 POST-SURGICAL INFECTION 
as KANTREX Clinical Report No. 799 
RAPID RESPONSE TO KANTREX 


E. D.,a 73-year-old male, underwent a suprapubic cystotomy and fulguration 
of papillary carcinoma of the bladder. His temperature began rising on the 
10th postoperative day; subsequently urine and blood cultures yielded A. aero- 
genes. After penicillin, tetracycline and chloramphenicol failed to alter the 
course of the infection, KANTREX brought about a dramatically improvement. 


— Rutenburg, A. M., et al.: Annals N.Y. Acad. Sci. 76:348, 1958. 


typical 
dramatic 
response 


(even after other 
antibiotics failed) 


infections due t 2 
| 
ASN 
hoz 
2: 
pply: Available as a ready-to-use steri 
slution in two concentrations (sta- (as in! i) 
t indefinitely ) | ‘ANTREX Injection, 1.0 Gm. kanamycin 
XANTREX Sowsitivity Dises aed comprehensive literature available en request B istol 
BRISTOL LASORATORIES INC., Syracuse, New York 


8-10. Program Chairman, E. S. Det- 
wiler, 444 Waterloo St., London, Ont. 
Secretary, Miss Joyce S. Currie, 609 
Medical Arts Bldg., Montreal 25. 


Florida, annual meeting, Diplomat Hotel, 
Hollywood Beach, September 28-30. 
Program Chairman, A. H. Westwood, 
Las Olas Hospital, 1516 E. Las Olas 
Blvd., Ft. Lauderdale. Executive Sec- 
retary, Mr. Barton K. Johns, 5009 Cen- 
tral Ave., Tampa 3. 


Illinois, annual meeting, Pere Marquette 
Hotel, Peoria, April 24-26; Executive 
-Secretary, Mr. D. O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, Van Orman Ho- 
tel, Ft. Wayne, May 17-19. Program 
Co-Chairmen, Lee W. Yoder, 192 N. 
Cass St., Wabash, and John D. Hall, 
125 E. William St., Kendallville. Sec- 
retary, Arabelle Baker Wolf, 4840 N. 
Michigan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 25-26. Program Chair- 
man, Alan M. Nelson, 331 Main St., 
Belmond. Secretary, Mr. Herman W. 
Walter, 200 Walnut Bldg., Des 
Moines 9. 


Louisiana, annual meeting, New Orleans, 
October 22-24. Program Chairman, W. 
Luther Stewart, 525 Johnston St., 
Alexandria 3. Secretary, V. L. Whar- 
ton, 406-07 Weber Bldg., Lake Charles. 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 25-27. Program Chair- 
man, Edward P. Crowell, 28 Common 
St., Waterville. Midyear meeting, Wa- 


Birtcher 


BL 


VALUE 


... at any price. 


EVER OFFERED! 


Now in volume production — the new Birtcher Model 300 Elec- 
trocardiograph—the most accurate direct writing instrument yet 
conceived. A full size ECG featuring: both 25mm and 50mm 
speeds, two year guarantee, superior AC rejection, one hand op- 
eration and scores of other features found in no other instrument 


BE SURE YOU GET FULL DETAILS ON THE BIRTCHER MODEL 300 
BEFORE YOU BUY ANY ELECTROCARDIOGRAPH . .. YOU'LL BE GLAD YOU DID 


terville, December 3-5. Executive Sec- 
retary, Mr. George R. Petty, Mon- 
mouth. 


Michigan, annual meeting, Civic Audi- 
torium, Grand Rapids, October 5-7. 
Program Chairman, Neil R. Kitchen, 
18820 Woodward Ave., Detroit 3. Ex- 
ecutive Secretary, Mr. Floyde E. 
Brooker, 81 Glendale, Highland Park 3. 


Minnesota, annual meeting, Hotel Low- 
ry, St. Paul, May 7-9. Program Chair- 
man, M. Sidney Hedeen, 1595 Selby 
Ave., St. Paul 4. Secretary, E. R. 
Komarek, 301 Granite Exchange Bldg., 


THE BIRTCHER CORPORATION Department JOA-459 
e 4871 Valley Blvd., Los Angeles 32, California e 

e 
e (© Send me the full color album-descriptive 
THE on the Birtcher Model 300 Electrocardio- 
Have your distributor demonstrate the § 
CORPORATION ? Birtcher Electrocardiograph in my office. 
4371 Valley Blvd., « Dr. : 
Los Angeles 82, Address 
California ° City 


St. Cloud. 


National Osteopathic Child Health Con- 
ference, Municipal Auditorium, Kansas 
City, Mo., April 20-22. Program Chair- 
man, John C. Taylor, 3504 Troost 


Northwest Osteopathic Convention, Eu- 


ough. Secretary, A. V. DeJardine, 205 
Yonge St., Toronto 1. 


Ave., Kansas City 9, Mo. Secretary, 
Luther W. Swift, 2105 Independence 
Ave., Kansas City 24, Mo. 


New York, annual meeting, Park Shera- 
ton Hotel, New York City, October 
16-17. Program Chairman, Leonard V. 
Strong, Jr., 133 E. 58th St., New York 
22. Secretary, C. Fred Peckham, 38 
E. Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 22-24. 
Program Chairman, S. Dales Foster, 
710 Public Service Bldg., Asheville. 
Secretary, Walter C. Eldrett, 310 Main 
St., Hendersonville. 
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gene Hotel, Eugene, Ore., June 15-18. 
Program Chairman, Richard E. Reilly, 
4848 N. E. 102nd Ave., Portland 20, 
Ore. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 3-6. Program Chairman, 
Jack D. Hutchison, 111 W. Third 
Ave., Columbus 1. Refresher course, 
Dayton-Biltmore Hotel, Dayton, Octo- 
ber 24-25. Executive Secretary, Mr. 
William S. Konold, 53 W. Third Ave., 
Columbus 1, 


Hotel, 


‘ ton. 
Ontario, annual meeting, Hamilton, May 


4-6. Program Chairman, Arden L. 
Findlay, 548 Gilmour St., Peterbor- 


Texas, 


Pierre, 


annual meeting, 


Houston, April 30-May 2. Program 


Oregon: See Northwest Osteopathic Con- 
vention. 


South Dakota, annual meeting, St. Charles 
May 3-4. Program 
Chairman, Carl C. Pascale, Box 36, 
Centerville. Secretary, Earl W. Hew- 
lett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Hotel Patten, 
Chattanooga, April 26-29. Secretary, 
J. M. Moore, Jr., 200 High St., Tren- 


Rice Hotel, 
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"Vitamin C content re 


cently increased to 250 mg. per capsule without increase in cost. 


Chairman, George J. Luibel, 3037 
James Ave., Fort Worth 10. Executive 
Secretary, Phil R. Russell, 512 Bailey 
St., Ft. Worth 7. 


Virginia, annual meeting, Williamsburg 
Lodge and Inn, Williamsburg, May 22- 
23. Program Chairman, John A. Cifala, 
2778 N. Washington Blvd., Arlington. 
Secretary, Olis M. Wakefield, 2022 At- 
lantic Ave., Virginia Beach. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 


Boone Hotel, Charleston, May 17-19. 
Program Chairman, Oscar J. Bailes, 
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1122 Mercer St., Princeton. Secretary, 
Mr. Gilbert D. Brooks, 313 Berman 
Bldg., Charleston. 


Western States Osteopathic Society of 
Proctology, annual meeting, Riviera 
Hotel, Las Vegas, Nev., October 5-7. 
Program Chairman, John R. Shafer, 
2433 W. 44th Ave., Denver 11. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2, Utah. 


Wisconsin, annual meeting, Lake Lawn 
Hotel, Delavan, May 10-12. Program 
Chairman, Robert W. Johnson, 227 W. 
Lawrence St., Appleton. Secretary, 
V. L. Sharp, Butter Bldg., 1225 W. 
Mitchell St., Milwaukee 4. 


of Medical 


State and 
national boards 


ALABAMA 
Examinations J une 23-25. Address D. G, 
Gill, M.D., secretary, Board of Medical 
Examiners, State Office Bldg., Montgom- 
ery 4. 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russeli Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 

Basic science exmainations June 16 at 
the University of Arizona, Tucson. Ap- 
plications must be filed 2 weeks prior to 
examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 


BRITISH COLUMBIA 
Examinations in June at 1807 W. 10th 
Ave., Vancouver. Applications must be 
filed 90 days prior to examinations. Ad- 
dress Lynn Gunn, M.D., registrar, Coun- 
cil of College of Physicians and Sur- 
geons, 1807 W. 10th Ave., Vancouver 9. 


COLORADO 

Professional examinations June 9-10 at 
Y.W.C.A. Bldg., Denver. Applications 
must be filed by May 8. Address Mrs. 
Beulah H. Hudgens, executive secretary, 
Board of Medical Examiners, 715 Re- 
public Bldg., Denver 2. 

Basic science examinations in May at 
second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave. and Lincoln St., 
Denver. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 Og- 
den St., Denver 18. 


CONNECTICUT 
Basic science examinations June 13. 
Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 110 
Whitney Ave., New Haven 10. 


DELAWARE 
Examinations July 14-16. Address Jo- 
seph S. McDaniel, M.D., secretary, Board 
Examiners, Professional 


Bidg., Dover. 


DISTRICT OF COLUMBIA 

Professional examinations June 8-9 at 
1740 Massachusetts Ave., N.W. Applica- 
tions must be filed by May 1. Address 
Daniel Leo Finucane, M.D., secretary, 
Commission on Licensure, 1740 Massa- 
chusetts Ave., N.W., Washington 6, D.C. 

Basic science examinations May 18-19 
at 1740 Massachusetts Ave., N.W. Ap- 
plications must be filed by May 1. Ad- 
dress Dr. Finucane. 


FLORIDA 
Professional examinations June 27-28 


at Roosevelt Hotel, Jacksonville. Appli- 
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“Ali my patients get an extra lift with ‘Beminal’ Forte” ee 
“BEMINAL’ FORTE 


a specific treatment fora * cs 


your very important patient... 
(and what one isn't!) 


with a very important problem... 
(allergy ) 


controlled by a very important product... 


(Polaramine...the newest antihistamine) 


The control of your patient’s allergy is very 
important to her. She expects the greatest relief possible— 
and she can have it with POLARAMINE. 


Until PoLARAMINE, your patient had to take the antihistamine benefits 
with the side effects. But now POLARAMINE— 

the closest approach to a perfect antihistamine— wt 

virtually eliminates side effects and achieves a greater therapeutic.effeétiveness 

in the management of a wide range of seasonal and Honseasonal 

allergies at lower dosages than other antihistamines. 


PoLARAMINE REPETABS permit patients daylong or nightlong relief 
from allergic symptoms with a single medication. 


Supplied: POLARAMINE REPETABS, 6 mg., bottles of 100 and 1000," 
Tablets, 2 mg., bottles of 100 and 1000. 
Syrup, 2 mg./5ec., bottles of 16 oz. 


the first 
major antihistamine advance 
in over adecade... 


dextro-chlorpheniramine maleate 


REPETABS 


daylong or nightlong relief 


SCHERING CORPORATION = Bloomfield, New Jersey 


PO-5-129 
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IN MEDICINE OR ANY 


All knowledge is based on measurement. 
And, the usefulness of measurement depends 


on its accuracy. 


In bloodpressure measurement, the need 
for accuracy has made the Baumanometer® 
the most widely used instrument in the world. 

Baumanometer accuracy permits signifi- 
cant comparisons with research . . . with the 
past ...and with the future results of therapy. 

The Baumanometer is a true, mercury- 
gravity sphygmomanometer. Its operation is 
based on gravity, its performance never 
No other type of instrument can 
match this standard of accuracy and depend- 
ability. The Baumanometer will give life- 
. and it 
is lifetime guaranteed against glass breakage. 


varies. 


time service . . . lifetime accuracy . . 


..-@veryone respects the pursuit of accuracy 


= 
Detail from 


only accuracy speaks a common 


SCIENC 


* 
engraving of Sir Isaac Newton by E. Scriven. 


The trim Kompak 
Model Bauma- 
nometer is ideal 
for bedside or 
desk-side . 
light enough to 
go everywhere. 


cations must be filed by June 1. Address 
Thomas F. Sheffer, D.O., secretary, 
Board of Osteopathic Medical Examin- 
ers, Las Olas Hospital, 1516 E. Las Olas 
Blvd., Fort Lauderdale. 

Basic science examinations June 6. Ap- 
plications must be filed by May 6. Ad- 
dress M. W. Emmel, D.V.M., secretary, 
Board of Examiners in the Basic Sci- 
ences, Box 340, Gainesville. 


GEORGIA 
Examinations July 7. Address Mr. C. L. 
Clifton, joint secretary, Examining 


Boards, State Capitol, Atlanta. 
IDAHO 
Examinations June 11 at Boise. Ad- 


dress Mrs. Nan K. Wood, director, Occu- 
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pational License Bureau, Department of 
Law Enforcement, State House, Boise. 


ILLINOIS 
Examinations in June at Chicago. Ad- 
dress Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 

Professional examinations May 14-15 
in the Senate Chamber, State House, 
Des Moines. Address Mr. Herman W. 
Walter, assistant secretary, 
Osteopathic Examiners, 200 Walnut 
Bldg., Des Moines. 

Basic science examinations July 14 at 
the Capitol Building, Des Moines. Ad- 


Board of, 


dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


KANSAS 

Professional examinations in June. 
Address Francis J. Nash, M.D., secre- 
tary, New Brotherhood Bldg., Kansas 
City. 

Basic science examinations in June. 
Address Dr. L. C. Heckert, secretary, 
Board of Basic Science Examiners, Pitts- 
burg State Teachers College, Pittsburg. 


MAINE 
Examinations June 9-10 at Augusta. 
Address George Frederick Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, 20 Monument 
Square, Dover-Foxcroft. 


MARYLAND 
Examinations in June at Baltimore. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


MASSACHUSETTS 
Examinations July 14. Address David 
W. Wallwork, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston 33. 


MICHIGAN 

Charles J. Manby, D.O., Battle Creek, 
has been named president of the Board 
of Osteopathic Registration and Exami- 
nation. Roy G. Bubeck, Jr., Grand Rap- 
ids, is secretary. 

Basic science examinations May 8-9 at 
Detroit and Ann Arbor. Address Mrs. 
Anne Baker, secretary, Board of Exam- 
iners in the Basic Sciences, 116 Mason 
Bldg., Lansing, Mich. 


MINNESOTA 
Basic science examinations June 2-3 at 
University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


MISSISSIPPI 
Examinations June 22 at Robert E. Lee 
Hotel, Jackson. Applications must be 
filed prior to June 22. Address A. L. 
Gray, M.D., secretary, Board of Health, 
Jackson. 


NEBRASKA 
Basic science examinations May 5-6. 
Address Mr. Husted K. Watson, director, 
Bureau of Examining Boards, Depart- 
ment of Health, State Capitol Bldg., Lin- 
coln 9, 


NEVADA 

Professional examinations in July. Ad- 
dress John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations July 7. Ad- 
dress Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
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OVEN 


in over three years of clinical use 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE TENSION 


Selective 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or ] si 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar wit blets, 
ay WALLACE LABORATORIES, New Brunswick, N. J. 
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clinically tested > 
ethically promoted > 
safe and effective > 
easy fo use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE 
ot pharmacies or direct 
in 4 and 8 fluid ounces 


PSORIASIS 


distressing 


4 perplexing 


SHIELD LABORATORIES 
Dept. OA-459 
12850 Mansfield Avenue ° 


to the patient 


to the doctor 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, 0.75% Cresol. 


Detroit 27, Michigan 


Sciences, Box 9005, University Station, 
Reno. 


NEW JERSEY 
Examinations June 16-19. Address 
Royal A. Schaaf, M.D., secretary, Board 
of Medical Examiners, Room 1407, 28 
W. State St., Trenton 8. 


NEW MEXICO 


Basic science examinations April 19. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


NEW YORK 


Examinations June 23-26 at New York, 
Albany, Syracuse, and Buffalo. Applica- 
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tions must be filed by May 15. Address 
Stiles D. Ezell, M.D., secretary, Board 
of Medical Examiners, Bureau of Pro- 
fessional Examinations and Registrations, 
23 S. Pearl St., Albany 7. 


NORTH CAROLINA 
Examinations July 3-5 at Raleigh. Ad- 
dress Joseph H. Huff, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, 614 Fountain Pl., Box 1177, 
Burlington. 


NORTH DAKOTA 
Examinations July 11. Address J. O. 
Thoreson, D.O., secretary, Board of Os- 
teopathic Examiners, New Provident Life 
Bldg., Bismarck. 


OHIO 
Examinations June 17-19 at Columbus, 
Applications must be filed by June 5. Ad- 
dress H. M. Platter, M.D., secretary, 
Medical Board, 21 W. Broad St., Co- 
lumbus 15. 


OREGON 
Examinations in July in Portland. Ad- 
dress Mr. Howard I. Bobbitt, executive 


secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland. 


PENNSYLVANIA 
Examinations July 1-2 at the Philadel- 
phia College of Osteopathy. Applications 
must be filed 15 days prior to examina- 
tions, together with intern training cer- 
tificate. Address Mrs. Katherine M. 
Wollet, secretary, Board of Osteopathic 
Examiners, Bureau of Professional Li- 

censing, Box 911, Harrisburg. 


RHODE ISLAND 

Professional examinations July 2-3 at 
Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Prov- 
idence. 

Basic science examinations May 13 at 
Room 366, State Office Bldg., Providence. 
Address Mr. Casey. 


SOUTH CAROLINA 
Examinations June 16 at Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 525, Summerville. 


SOUTH DAKOTA 
Basic science examinations June 5-6 at 
Medicine and Science Bldg., University 
of South Dakota, Vermillion. Applica- 
tions must be filed by May 22. Address 
Gregg M. Evans, Ph.D., secretary, Basic 
Science Board; 310 E. 15th St., Yankton. 


TENNESSEE 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D.. 
secretary, Board of Basic Science Exam- 
iners, 874 Union Ave., Memphis 3. 


TEXAS 

Professional examinations June 22-24 
at the Texas Hotel, Fort Worth. Appli- 
cations must be filed 10 days prior to ex- 
aminations. Applications for licenses by 
reciprocity must be filed 30 days prior. 
Address M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 


UTAH 
Examinations June 17 at State Capitol 
Bldg., Salt Lake City. Applications must 
be filed by June 1. Address Mr. Frank 
E. Lees, assistant director, Department 
of Registration, 314 State Capitol Bldg., 
Salt Lake City 1. 


VERMONT 
Examinations June 24-25 at Mont- 
pelier. Applications must be filed by June 
10. Address Charles D. Beale, D.O., sec- 
retary, Board of Osteopathic Examina- 
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LOW BAC K PAIN is frequently the only 
presenting symptom of OSTEOPOROSIS 


Although accepted as a natural concomi- 
tant of old age, osteoporosis is not easily 
recognized in middle age. Nagging pain in 
the lower back and legs can be the first 
manifestation of estrogen withdrawal or 
gonadal insufficiency. 


Each tablet contains methyltes- 


AnA-DoME Tablets, an androgen-estrogen 
combination with Vitamin C added, not 
only relieves pain in these cases but re- 
vives and promotes osteoblastic and ana- 
bolic activity. Reparative support is thus 
provided for fragile and inelastic bone. 


new 
tosterone 10 mg., beta-estradiol 
oly, androgen-estrogen-vitamin combination 
Nay DOME CHEMICALS INC. 125 west End Avenue, New York 23 
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665 N. Robertson Blvd., Los Angeles 46 
2765 Bates Road, Montreal 
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“ bleeding...was immediately controlled” 
*¢ has often proved...lifesaving when all 
other methods failed”’>k 


KOAGAMIN........... 


In his recent report of 40 cases of gastrointestinal bleeding, Jackson states that 
“...Koagamin produced dramatic results. The solution will not stop the hemorrhage 
of a large sclerotic vessel, but it has often proved effective and lifesaving when all 


other methods failed.”* 


KOAGAMIN acts on the late phases of the clotting mechanism, rapidly checks venous 
and capillary bleeding regardless of cause. It has an outstanding record of safety 
during 19 years of use in general surgery, internal medicine, obstetrics and gyne- 
cology, urology, ophthalmology and otorhinolaryngology and dentistry. 


KOAGAMIN, an aqueous solution of oxalic and malonic acids for parenteral use, is supplied in 10-0c. 


diaphragm-stoppered vials. 


%& Jackson, A. S.: Journal-Lancet 76:45 (Feb.) 1956. 
CHATHAM PHARMACEUTICALS, INC « NEWARK 2, NEW JERSEY 
Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 
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tion and Registration, Mead Bldg., Rut- 
land. 


WASHINGTON 

Professional examinations in July at 
University of Washington, Seattle. Ad- 
dress Mr. Thomas A. Carter, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 

Basic science examinations in July at 
University of Washington, Seattle. Ad- 
dress Mr. Carter. 


WEST VIRGINIA 
Examinations June 15-16 at the Daniel 
Boone Hotel, Charleston. Applicants for 
reciprocity on June 15. Address Donald 
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C. Newell, D.O., secretary, Board of 
Osteopathy, Box 611, Oak Hill. 


WISCONSIN 

Harold G. Withrow, D.O., Hustisford, 
has been appointed to the Board of Med- 
ical Examiners. 

Professional examinations July 14-15 
at Milwaukee. Address Thomas W. Tor- 
mer, Jr., M.D., secretary, Board of Med- 
ical Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 

Basic science examinations June 6 at 
Marquette University Medical School au- 
ditorium, Milwaukee. Applications must 
be filed by May 29. Address Mr. W. H. 
Barber, secretary, Board of Examiners in 
the Basic Sciences, Ripon College, Ripon. 


WYOMING 
Examinations June 1 at Cheyenne, Ad. 
dress Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, State 
Office Bldg., Cheyenne. 


Reregistration 
of osteopathic licenses 


May 1—TIowa, $1. Address Mr. Her- 
man W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 9. 


May 1—Washington, $2. Address Mr, 
Thomas A. Carter, secretary, Profes- 
sional Division, Department of Licenses, 
Olympia. 


During June—Hawaii, $5 residents, $2 
for nonresidents. Address Frank 0. 
Gladding, D.O., secretary, Board of Os- 
teopathic Examiners, 504 Kauikeolani 
Bldg., Honolulu 13. 


During June—Illinois, $6. Address Mr. 
Frederic B. Selcke, Superintendent of 
Registration, Department of Registration 
and Education, State House, Springfield. 


Before June 30—Missouri, $2. Address 
F. C. Hopkins, D.O., secretary, Board of 
Osteopathic Registration and Examina- 
tion, 205 N. Fourth St., Hannibal. 


Before June 30—Delaware, $20. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


June 30—Virginia, $1. Address K. D. 
Graves, M.D., secretary, Board of Medi- 
cal Examiners, 631 First St., S. W. Roa- 
noke. 


Before July 1—New Mexico, $5. Ad- 
dress L. D. Barbour, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Roswell Osteopathic Hospi- 
tal, Roswell. 


July 1—Idaho, $10. Address Mrs. Nan 
K. Wood, director, Occupational Licens- 
ing Bureau, Department of Law En- 
forcement, State House, Boise. 


July 1—Kansas, $10. Address Francis 
J. Nash, M.D., secretary, Board of Heal- 
ing Arts, New Brotherhood Bldg., Kan- 
sas City. 


July 1—Michigan, $5. Address Roy G. 
Bubeck, Jr., secretary, Board of Osteo- 
pathic Registration and Examination, 
2851 Clyde Park Ave., S.W., Grand Rap- 
ids 9. 


July 1—North Dakota, $3. Address 
John O. Thoreson, D.O., secretary, Board 
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the digitalis preparation 
of choice for the treatment 
of the usual patient with con- 


* 


gestive heart failure...” 


WIDEST SAFETY MARGIN—AVERAGE THERAPEUTIC DOSE ONLY 
\% THE TOXIC DOSE. The average therapeutic dose of other 
digitalis preparations is % the toxic dose.t 


FASTER RATE OF ELIMINATION THAN DIGITOXIN OR DIGITALIS 
LEAF. Therefore, should toxicity inadvertently occur, 
symptoms would be of much shorter duration with 
GITALIGIN. 


THESE SIMPLE DOSAGE EQUIVALENTS MAKE IT EASY TO 
SWITCH YOUR PATIENT TO GITALIGIN—0.5 mg. of Gitaligin 
is approximately equivalent to 0.1 Gm. digitalis leaf, 
0.5 mg. digoxin or 0.1 mg. digitoxin. 

Supplied: 

GITALIGIN 0.5 mg. Tablets—bottles of 30 and 100. 

GITALIGIN Injection Ampuls—2.5 mg. in 5 cc. sterile, I.V. solution. 
GITALIGIN Drops 30 cc. bottle with special calibrated dropper. 


*BATTERMAN, R. C., ET AL.: CIRCULATION 5:201, 1952 
Twuite's BRAND OF AMORPHOUS GITALIN AVAILABLE ON REQUEST 
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Not available to the wives | 


. Mh of Lorenzo il Magnifico de Medici 
e's ( despite the wealth of his family &. 


§ the city of Florence which he ruled. 


| 
> A NEW ACHIEVEMENT 


Now available at low cost 
New MOL-IRON PRENATAL 


phosphorus-free 


Less than ¥% the usual cost. Only 1 tablet a day. 
Especially “special” because of MOL-IRON, the 
unique molybdenized ferrous iron complex — 
for over 10 years unexcelled in tolerance and 
effectiveness, particularly in pregnant women! 

Bottles of 30 (month’s supply)/Bottles of 90 (trimester’s supply) 


WHITE LABORATORIES, INC. 


KENILWORTH, NEW JERSEY 


Just one Tablet a day provides: 


6000 U.S.P.U. 
Vitamin C (Ascorbic Acid)......... 100 mg. 
0.25 mg. 
5 mg. 
30 mg. 
Mol-iron: 

Molybdenum Oxide............. 1.1 mg. 
150 mg.* 
0.1 mg. 
1 mg. 
6 mg. 
1 mg. 
5 mg. 
1.5 mg. 


* FROM CALCIUM CARBONATE—400 MG. 
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ATION COMPANY Los - 
CARNALAC is a standard Carnation Evaporated Milk formula, as 
usually specified—in convenient, ready-prepared form. The mother _ 

_ just adds water. For complete nutritional information and useful 
service material, just ask your Carnation representative. 


MAXIMUM CONVENIENCE 
armation 


2 CARNATION 


Diluted 1:1, new CARNALAC provides protein ¢ EVA PORATE D MILK 


2.8%; carbohydrate 7.1%; 3.2% fat; 400 — 
1.U. Vitamin D per quart; 20 calories per oz 
The carbohydrate of CARNALAC diluted 1:1 _ 
consists of 4.9% lactose from the milk, plus — 
2.2% added maitose-dextrin syrup (approx 
imately 2 parts maltose, 1 part dextrins) 


FLEXIBILITY 
ECONOMY 
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SYMPTOMATIC RELIEF 
FAST 


DRIP AND STUFFINESS 


from the 


associated with 


COMMON COLD 


Sugar-coated Tablets 


... contain an orally effective nasal decongestant 
combined with a good antihistamine 


Dose: 2 tablets initially, then one every 3 or 4 hours as needed 


Each sugar-coated tablet contains: 


‘Sudafed’”® brand Pseudoephedrine Hydrochloride . . . 30 mg. 
‘Perazil’® brand Chlorcyclizine Hydrochloride ..... . 25 mg. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


of Osteopathic Examiners, New Provi- 
dent Life Bldg., Bismarck. 


July 1—Oklahoma, $2. Address G. R. 
Thomas, D.O., secretary, Board of Os- 
teopathy, 2923 N. Walker, Oklahoma 
City 3. 


July 1—West Virginia, $2. Address 
Donald C. Newell, D.O., secretary, Board 
of Osteopathy, 13734 Main St., Oak Hill. 


July 1, with 60 days following—Indi- 
ana, $5 residents, $10 non-residents. Ad- 
dress Miss Ruth V. Kirk, executive sec- 
retary, Board of Medical Registration 
and Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


A-94 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together with 
check for the part to be taken, must be 
in the secretary’s office by the November 
1 or April 1 preceding the examination. 

Examinations in Part I consist of anat- 


omy, including histology and embryolog, ; 
physiology; physiological chemistry ; geu- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties; 
neurology and psychiatry; public health, 
including hygiene; medical jurisprudence ; 
obstetrics and gynecology; pediatrics ; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate exam- 
iners, Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology ; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 
ly. The schedule this year is as follows: 


Philadelphia—April 18-19, 1959. 
Detroit—April 24-25, 1959. 
Kansas City—April 4-5, 1959. 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 4425 
N. Meridian St., Indianapolis 8. 


Large death toll 
under age 65* 


Although marked progress has been 
made in reducing the toll of premature 
death in the United States, a large pro- 
portion of the total mortality still occurs 
under age 65. In 1956, more than 670,000 
deaths—two fifths of the total—were at 
these ages. This number includes about 
108,000 babies less than a year old and 
more than 400,000 people in the middle 
years—ages 45-64 years. 

Under age 1, three fifths of the mor- 
tality results from “certain diseases of 
early infancy,” a category which com- 
prises mainly deaths attributed to prema- 
ture birth, postnatal asphyxia, and in- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, December 
1958. 
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SUSAN’S IDEA TOOK THE WAIT 
OUT OF THE WAITING ROOM. 


She kept complaining about 
my old x-ray machine — said 
she could accomplish more if 
only she had that new G-E unit 
I’d talked about. She’d have 
fewer retakes too— most of 
them were caused by the long 
exposures necessary with low 
power. 

From the day my new Patri- 
cian combination arrived I’m 
sure Susan felt her persistence 
had turned the trick. (And you 
know — she is working faster 
today! ) 


Patrician speeds X-ray examinations 
... and for such modest cost 


You'll find your work load lighter with Patri- 
cian’s big-table convenience. Best news is 200- 


tending recipromatic Bucky. Finger-tip control 
of fluoroscopic screen or optional spot-film de- 
vice. Angulation to 15° Trendelenburg. Auto- 
matic Bucky-slot closures for x-ray safety. Ask 
your G-E x-ray representative for full details. 
Or clip coupon for a copy of 

our fully illustrated catalog. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. R-41 


( Please send me your 16-page PATRICIAN bulletin 


5 
| 


Progress /s Our Most /mportant Product (0 Facts about deferred payment 
(CO MAXISERVICE ® rental 
GENERAL@DELECTRIC 


ma, 100-kvp power, electronically timed. Self- - 
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juries at birth. Congenital malformations 
account for an additional 14 percent of 
infant deaths. Of special significance is 
the fact that most deaths in early life are 
associated with pathological conditions 
existing prior to birth or with the haz- 
ards of the birth process. 

Very different is the mortality picture 
for the age group 1-24 years, where acci- 
dents predominate. Among males at these 
ages, accidents are responsible for a 
greater number of deaths than all other 
causes combined, motor vehicle accidents 
alone accounting for more than one quar- 
ter of the total mortality. Among fe- 
males at ages 1-24, accidents likewise 
outrank every other cause of death, but 
by not as wide a margin as they do 
among males. 


A-% 


In the age group 25-44 years—even 
before midlife—the cardiovascular-renal 
diseases head the list of causes of death 
for males. These diseases account for 
nearly one third of the total mortality 
among men in this age group; accidents 
are a close second, with a little more 
than one fourth of the deaths, while ma- 
lignant neoplasms (cancer) are responsi- 
ble for only one eighth of the total. On 
the other hand, among women at ages 
25-44, the malignancies outrank every 
other cause of death, somewhat over one 
quarter of the mortality being attributed. 
to these conditions. The cardiovascular- 
renal diseases account for almost as large 
a proportion, and accidents for 10 percent 
of the total. 

Past midlife, the outstanding feature 


of the mortality among both men and 
women is the large proportion of deaths 
from the cardiovascular-renal diseases. 
Thus, at ages 55-64 this group of dis. 
eases accounts for nearly three fifths of 
the deaths among men and for more than 
half the total among women. In both 
sexes, heart disease alone is pre-eminent 
among the causes of death at these ages. 
Second in rank are the malignant neo- 
plasms, which account for 20 percent of 
the deaths among the men and nearly 30 
percent among the women. 

Some causes of death which account 
for only a small proportion of the total 
mortality under age 65 nevertheless take 
a very appreciable number of lives. Pneu- 
monia and influenza (except pneumonia 
of the newborn)—responsible for only 3 
percent of the deaths under age 65 in 
1956—accounted for nearly 22,000 deaths. 
Suicide was the cause of about 12,900 
deaths at these ages, and cirrhosis of the 
liver for almost as many. It is clear that 
the life conservation movement still has 
a broad and fruitful field to cultivate in 
the young and middle years. 


Obesity 
in the adolescent* 


George H. Lowrey, M.D.+ 


Obesity may be encountered at any age 
in pediatric practice and a discussion of 
this subject should probably not be lim- 
ited to one age group. Many overweight 
adolescent children were overweight as 
younger children. However, it is true 
that the adolescent is more prone to de- 
velop obesity and the parents of these 
children are more sensitive about the 
obesity as it occurs at this age. Wil- 
kins,* at Johns Hopkins Hospital, quotes 
figures to show that this is probably the 
most common entity that he sees in his 
endocrine clinic. Our own experience at 
the University of Michigan Hospital 
would support this and certainly obesity 
is one of the most common complaints 
with which the pediatric endocrinologist 
is concerned. A recent public school sur- 
vey in an eastern city demonstrated that. 
between 10 per cent and 20 per cent of 
all high school children may be consid- 
ered overweight. 

Obesity is difficult to define, because 
the definition will vary in different cul- 
tural environments and will also vary 
to some extent with race, genetic back- 
ground determining body type or habitus 
of the individual, and with the statistics 


*Reprinted by permission from the American 
Journal of Public Health, October 1958. 

tDr. Lowrey is associate professor of pedi- 
atrics, University of Michigan School of Medi- 
cine, Ann Arbor, Mich. 

This paper was presented before a Joint 
Session of the Food and Nutrition and Mater- 
nal and Child Health Sections of the American 
Public Health Association at the Eighty-Fifth 
Annual Meeting in Cleveland, Ohio, November 
14, 1957. 
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thropoietin increases 


Activates the 
physiologic 
mechanism in 
anemia therapy 


‘ 
Ka 


12 hrs. 2days 3 days 


RONCOVITE-m 


Each tablet contains: Cobalt chloride (Cobalt as Co. .3.7 mg.)..15 mg., Ferrous Sulfate, exsiccated..100 mg. 
Only cobalt among therapeutic agents enhances pro- 
duction of erythropoietin to promote red cell formation.':?:* 
With Roncovite-MF, increased erythropoietin pro- 
duction permits excellent hematopoietic response with 


' sharply reduced iron dosage. 
Cobalt-iron (Roncovite therapy) has been demon- 


strated as superior to iron alone in the common hypo- 
chromic anemias such as menstrual anemia, anemia of 
pregnancy, nutritional anemia of infancy and refrac- 
tory anemias of chronic infection. +:5:°:7:¢ 


(1) Goldwasser, E.; Jacobson, L. O.; Fried, W., and Pizak, L. F.: Blood 13:55 (Jan.) 1958. (2) Gurney, C. W.: 
Jacobson, L. O. and Goldwasser, E.: Ann. int. Med. 49:363 (Aug.) 1958. (3) Korst, D. R.; Bishop, R. C.. and 
Bethell, F. H.: J. Lab. & Clin. Med. 52:364 (Sept.) 1958. (4) Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 
1956. (5) Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. (6) Holly, R. G.: Clin. Obst. & Gynec. 1:15 (Mar.) 
1958. (7) Diamond, E. F.; Gonzales, F., and Pisani, A.: Illinois M. J. 113:154 (April) 1958. (8) Hill, J. M.; 
La Jous, J., and Sebastian, F. J.: Texas State J. Med. 51:686 (Oct.) 1955. 


| LLOYD BROTHERS, 1 NCINNATI 3, OHIO 


Vor. 58, 1959 


A, cologically, by per cent 
4 
q 
: 
; 
AW 


A-¥8 


This ie Fish Creek 


Few places in the world can match it for sheer, 
unspoiled beauty ... 

But whether it be Fish Creek or Duluth... Tahiti 
or New York... the problem skin that has become 
clear, supple and radiantly tawny with a fresh, 
healthful bloom . . . is a therapeutic delight, we feel 
most physicians will aaree. 

Simple skin lesions, which heretofore have been 
refractory to the best of simple ointments to date . . . 
now often respond quickly to EUFADERM CREME. t 

EUFADERM CREME is a new concept ina 
soothing, emolient dermatologic. It has unusually 
effective anti-pruritic, healing and regranulating 
properties . . . probably achieved through its unique 
endodermal nutritive action... This now appears 
possible because of the effective penetration of the 
horny layer by the al- 
lantoin ingredient. 


experience, try it in any 
of a broad list of minor 
skin disorders character- 
ized by itching, dryness, fissuring and superficial 
ulceration, delayed cicatrization and local irrita- 
tion. It is also an exceptionally acceptable and 
compatible vehicle for corticoid, anesthetic, anti- 


SPECIFY 
For a gratifying clinical YY U FA D E R M 
CREME 


microbial, antimycotic, protozoacidal and other 
specific medicaments. 

Available on your prescription in 1 ounce tubes, 
and 4 and 16 ounce hospital units. All professional 
pharmacies. Write for a complimentary tube. You'll 
see why—‘'no over-the-counter promotion” ! 
References: 


4 Flesch, Peter, M.D., Ph.D., University of Pennsylvania, School of 
Medicine, T. Gds. Assn., No. 29, June ‘58, ‘‘New Approaches to 
the Study of Human Horny Layers’’. 

2. Gould, Bernard S., Division of Biochemistry, Dept. of Biology, 
Massachusetts Institute of Technology, ‘‘Biosynthesis of Collagen'’, 
The Journal of Biological Chemistry, 232:2, page 637, June, 1958. 

3. Schreiner, A. W., Slinger, W., Hawkins, V. R. and Vilter, R. W.; 
J. Lab. & Clin. Med. 40:121-130, July, 1952. 

4. Combes, F. C., and Zuckerman, R.; J. Invest. Dermatology 16:379 
April, 1958. 

TEUFADERM CREME is composed of essential unsaturated 

fatty acids, unsaturated fatty alcohols and allantoin with 

Vitamins A, 8-6, C, D, E and Panthenol, in a special non- 

sensitizing base. — 


DARTELL Laboratories 


Los Angeles 15, California 


MANUFACTURING BIOCHEMISTS 
FOR OVER A QUARTER OF A CENTURY 
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when beauty aids lead to dermatoses... 


| © provides prompt relief of allergic distress 
| \ \ R In dermatoses resulting from sensitivity to cos- 
metic ingredients, BENADRYL provides effec- 


ANTIHISTAMINIG-ANTISPASMODIC. tive control until the causative irritant car 
be identified and eliminated. Its potent antiallergic action gives prompt and prolonged relief from 
itching and whealing, successfully breaking the vicious itch-scratch-infection cycle. 

BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety 
of forms —including Kapseals,® 50 mg. each; Kapseals 50 mg., with ephedrine sulfate, 25 mg.; 
Capsules, 25 mg. each; Elixir, 10 mg. per 4 cc.; and for parenteral therapy, Steri-Vials,® 10 mg. 
per cc.; and Ampoules, 50 mg. per cc. For delayed action, BENADRYL Hydrochloride Emplets,® 
50 mg. each, 


2 
PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 


23359 


: 
: 
a 
j 
| 
= 
| 
‘ 
= 


THE 
MOST 


SIGNIFICANT. 
IMPROVEMENT 


ANTACID 
THERAPY 


SINCE THE INTRODUCTION OF ALUMINUM HYDROXIDE 
IN 1929 


‘A 


CREAMALIN 


ANTACID TABLETS 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation + No acid rebound 

5. More pleasant to take 
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320 


300 


40 


20 


Quicker Relief - Greater Relief 


Acid neutralization with 10 leading antacid tablets* 
(per gram of active ingredient) 

LIN tablets 

new 


ml. 0.1 N HCI 


E 
A 
D 
B 
9 
Cc widely 
prescribed 
antacid 
tablets 
G 
H 
F 


MINUTES 


10 20 30 40 50 60 


Tablets were powdered and suspended in distilled water in a constant temperature container (37°C) equipped with mechanical 
stirrer and pH electrodes. Hydrochloric acid was added as needed to maintain the pH at 3.5, Volume of acid required was 
recorded at frequent intervals for one hour. 

* Hinkel, E. 7., ur., Fisher, M. P. and Tainter, M. L.: A new highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published. 
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More Lasting Relief 


Duration of action at pH 3 to 5* 
(per gram of active ingredient) 


MINUTES 
0) 10 20 30 40 50 60 
| new CREAMALIN 
| D tablets 
jc 
Je 
E 
9 widely prescribed 
pe* antacid tablets 
H** 


*Hinkel, E. T., r., Fisher, M. P. and Tainter, M. L.: A new highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published. 
stayed below 3 


No chalky taste. New CREAMALIN tablets are not 
chalky, gritty, rough or dry. They are highy pal- 
atable, soft, smooth, easy to chew, mint flavored. 


HO OH OH oO 

| H | H | ll 
HO OH OH 


n is at least 1 and averages less than 6. X is a cation. 


« NO ACID REBOUND + NOCONSTIPATION + NO SYSTEMIC EFFECT 


Composition:Each Creamalin Antacid Tablet contains $20 mg. specially processed, highly 
reactive, short polymer dried aluminum hydroxide gel, stabilized with hexitol, 
with 75 mg. magnesium hydroxide. 


Adult Dosage: Gastric hyperacidity — 2 to 4 tablets as necessary. Peptic ulcer or 
gastritis — 2 to 4 tablets every two to four hours. Tablets may be chewed, swallowed with 
water or milk, or allowed to dissolve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


(} LABORATORIES NEW YORK 18, NEW YORK 


You probably spend about four more years and nine 
thousand more dollars for your education than the average 
man. This delay and possible debt can be major financial 
handicaps during your early years in practice. 

But even if you have been practicing for many years, 
you very likely are constantly harassed by other financial 
problems peculiar to your profession—an income pattern 
that is different from the ordinary, continual investment in 
costly equipment, a probable lack of “fringe” benefits for 
retirement and many others. 

More than a century of close association with medical 
men has given Mutual Benefit Life a thorough compre- 
hension of these problems. Mutual Benefit Life can help 

ou meet your particular needs with an exclusive plan for 
TRUE SECURITY—a practical, economical program to 
give you and your family complete financial protection. 

Your Mutual Benefit Life man is a specialist in financial 
planning for the medical man, and his advice is yours with- 
out obligation. Why not get in touch with him soon. 


MUTUAL BENEFIT 


The [| FE Insurance Company 
for TRUE SECURITY 


Vow. 58, Aprit 1959 


MUTUAL BENEFIT LIFE’S 
FINANCIAL PLANNING FOR 
YOU AND YOUR FAMILY 


Send this coupon for your free copy of an analysis 

of the medical profession’s financial problems and 

their solution. This is not only an insurance booklet 

but an overall handbook showing how you can keep 

more of your earnings. The use of this coupon does 
VY = not obligate you in any way. 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY 
AGENCY DEPT. AOA-1 
NEWARK 1, NEW JERSEY 
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normal bowel 
function requires 
intestinal contents 
of proper consistency 


KONS 


A vegetable concentrate of naturally occurring hemicelluloses 


Provides just the moist, smooth, effective bulk so essential to 
normal peristalsis. It precipitates formed stools in cases of 
simple constipation and non-specific diarrhea. It hastens the 
rate of improvement in irritable colon cases. It contains no 
artificial or irritating substances and is calorie-free. Further- 
more, KONSYL is available at significantly lower-cost-to- 


patient prices. So... 


KONSYL 


Made by BURTON, PARSONS & COMPANY, Since 1932 
Originators of Fine Hydrophilic Colloids 
Washington 9, D. C. 


or figures used to determine the degree 
of overweight of the individual. Most 
of the standard charts for height and 
weight which have been assembled 
within the last 10 years would indicate 
that any child weighing 20 per cent 
above the mean for his height and age 
would probably be considered obese. 

I would like to mention briefly the 
prevention of obesity and to emphasize 
in this regard that plotting the progress 
of a particular child on any one of the 
numerous growth curves that are now 
available will often reveal a trend of 
the patient which is perhaps not appar- 
ent from individual statistics of his 
height, and weight, and age. This method 
may not only be revealing to the physi- 
cian, but it is also of great help in show- 
ing the parents that the child is begin- 
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ning to deviate from the average growth 
curve. These charts will often convey 
information very graphically to the par- 
ents, and make them realize better what 
is going on with their child, than to sit 
down and talk to them for 30 or 40 
minutes. These charts or graphs thus 
become useful preventive measures when 
the first signs of obesity begin to appear. 

It is of particular interest that ap- 
proximately 50 per cent of the children 
we see have one or both parents who 
are considerably overweight. Some in- 
vestigators have felt that there may well 
be a genetic factor involved in the obes- 
ity. As yet there is insufficient infor- 
mation to establish any hereditary or 
genetic factor in obesity. As is true in 
so many other growth and developmental 
problems in children, it is often difficult 


to separate genetic trom environmental! 
factors, and this would seem to be par- 
ticularly true in the field of obesity. 

As a former student of Dr. Harry 
Newburgh, I always like to emphasize 
that children obey the law of the con- 
servation of energy. Dr. Newburgh, 
many years ago, established the fact that 
the only way an individual increases his 
weight is to take in more calories than 
he is expending. He also emphasized 
that there is seldom any primary meta- 
bolic abnormality in patients who are 
overweight, and that if they will de- 
crease the caloric intake all of them can 
reduce their body weight. 

Now let us turn to the general classi- 
fication of causes. Hypothyroidism as 
a factor in obesity is extremely rare. 
Many authors say they have never seen 
a truly obese hypothyroid child. Wilkins 
states that he has seen only two obese 
children in over 200 with definite hypo- 
thyroidism. The most important thing 
to stress, relative to hypothyroid individ- 
uals, is the fact that they are never of 
normal height for their chronologic age. 
The average obese child who is over- 
weight because of excessive intake of 
calories is nearly always above normal 
stature for his chronologic age. I would 
also like to condemn the use of basal 
metabolic rates in children as a means of 
measuring anything, and especially meas- 
uring the true metabolic rate of the in- 
dividual. First of all, we have no really 
accurate standards to use. It is not 
common knowledge that in the childhood 
years there have been measurements of 
the body surfaces of only about five or 
six normal children. In spite of this lack 
of adequate background the most com- 
monly used standard in metabolic meas- 
urements is that of body surface. Sec- 
ond, this is often a frightening procedure 
to any child. It is the usual thing for 
a physician or a technician to run one 
or two tests on a child who has been 
rudely awakened in the morning. He 
has to go without breakfast to a hospital 
with strange smells and often an associa- 
tion of unpleasant memories. A rubber 
tube with a horrible taste is thrust in 
his mouth. An unpleasant clamp is fast- 
ened securely to his nose. He is then 
admonished to “breath normally.” Un- 
der such conditions a basal level is in- 
deed difficult to achieve. Laboratory tests, 
such as the serum protein-bound iodine, 
and the radioactive iodine uptake over 
the area of the thyroid gland are very 
useful tests to determine thyroid func- 
tion. Both are much more reliable than 
the BMR or serum cholesterol in de- 
termining thyroid function. 

Cushing’s syndrome is another very 
uncommon form of obesity and is usually 
associated with such other findings that 
there is very little difficulty in separating 
this from the usual type. Classically 
these children are not only obese but also 
considerably dwarfed. In addition, they 
have hypertension and often a consider- 
able degree of hirsutism and sometimes 
actual sexual precocity. Relatively simple 
laboratory tests can be performed on 
these patients to confirm the diagnosis. 
These include a glucose tolerance curve 
which would show a diabetic type of 
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The patient complains: “‘l feel nervous, irri- 
table, tense, miserable and depressed from 
my diet. Maybe | should just stay fat because 
DIETING IS TORTURE!" 
for the patient who can't stay on a diet 
prescribe the diet but add 
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Obocell TF (tension formula) contains an 
antidisturbant, methapyrilene, to help the 
obese patient endure a strict diet. Metha- 
pyrilene.is not a barbiturate, does not pro- 
duce barbiturate side effects. Obocell TF 
combines this antidisturbant with d-am- 
phetamine phosphate to curb the appetite 
and provide a ‘‘controlled lift’’ eliminat- 
ing possible CNS overstimulation. Thus 
Obocell TF suppresses the appetite and, in 
addition, controls bulk hunger with Nicel. 
It can be given in the evening to combat the 
night-eating syndrome without disturbing 
sleep. 


Each Obocell TF tablet contains: 
Methapyrilene, an antidisturbant..... . 25 mg. 
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95% effective in published cases** 


No. of 
Conditions treated Patients 
ALL INFECTIONS 558 A 
Respiratory infections 258 és 
Pharyngitis and/or tonsillitis 65 = 
Pneumonia 90 
Infectious asthma 44 
Otitis media 31 
Other respiratory 28 
(bronchitis, bronchiolitis, : 
bronchiectasis, pneumonitis, 
laryngotracheitis, strep throat) $e, 
Skin and soft tissue infections 230 191 : 38 1 
Infected wounds, incisions and = 
lacerations 41 8 ~ 
Abscesses 51 8 ~ 
Furunculosis 58 6 i 
Acne, pustular 43 15 ns 
Pyoderma 19 
Other skin and soft tissue 18 1 ot 
(infected burns, cellulitis, 
impetigo, ulcers, others) 
Genitourinary infections 28 
Acute pyelitis and cystitis 10 
Urethritis with gonorrhea or cystitis 8 
Pyelonephritis 4 
Salpingitis 5 
Pelvic inflammation with endometriosis 1 
Miscellaneous 42 4 


(adenitis, enteritis, enterocolitis, 
subacute bacterial endocarditis, fever, 
hematoma, staphylococcus carriers, 
osteomyelitis, tenosynovitis, septic 
arthritis, acute bursitis, periarthritis) 
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Other Tao advantages: 


Rapidly absorbed — stable in gastric acid,” TAO 
needs no retarding protective coating 


Low in toxicity — freedom from side effects in 96% 
of patients treated; cessation of therapy 
is rarely required 

Highly palatable — ‘practically tasteless”” active 
— in a pleasant cherry-flavored 

ium. 


Dosage and Administration: Dosage varies accord- 
ing to the severity of the infection. For adults, the 
average dose is 250 mg. q.i.d.; to 500 mg. q.i.d. in 
more severe infections. For children 8 months to 
8 years, a daily dose of approximately 30 mg./ Kg. 
body weight in divided doses has been found effec- 
tive. Since TAO is therapeutically stable in gastric 
—_ it may be administered without regard to 
meals. 


Supplied: TAO Capsules—250 mg. and 125 mg., 
bottles of 60. TAO for Oral Suspension —1.5 Gm., 
125 mg. per teaspoonful (5 cc.) when reconsti- 
— unusually palatable cherry flavor; 2 oz. 
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Tao dosage forms — 
for specific clinical situations 


Tao Pediatric Drops 
For children — flavorful, easy to administer. 


Supplied: When reconstituted, 100 mg. per cc.. 
Special calibrated droppers—5 drops (approx. 
10 drops (approx. 50 mg.). 


Tao-AC (Tao analgesic, antihistamini d) 


To eradicate pain and physica! discomfort in 
respiratory disorders. 


Supplied: In bottles of 36 capsules. 


Taomin* (Tao with triple sulfas) 


For dual control of Gram-positive and Gram-nega- 
tive infections. 


Supplied: Tablets, bottles of 60. Oral Suspension, 
botties of 60 cc. 
intramuscular or Intravenous 
For direct action—in clinical emergencies. 
Supplied: In 10 cc. vials. 


B antibiotic A 2-10 units tao 2-15 mcg. 
antivicticB 5-30 mcg. Antibiotic 2-15 mcg. 
Antibiotic C 5-30 mcg. [ Antibiotic E 5-30 mcg. 


Percentage of organisms inhibited by the range of 
concentrations listed for each antibiotic. 
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® frequency response 
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response, as well as determinations of 
steroids in the urine where they are ele- 
vated above normal. 

Another type of obesity which is fre- 
quently said to be present in children, or 
at least a frequently used term is Froh- 
lich’s syndrome. This entity was first 
described in 1901 and there have been 
very few proved cases reported since 
that time. However, I estimate that the 
title has been used as a diagnostic ap- 
pendage to obese children many thou- 
sands of times. As Dr. Bruch’ has so 
amply pointed out, the diagnosis should 
be limited to a very specific entity, name- 
ly, to a child with a lesion involving the 
area of the hypothalmus of the brain 
and causing the following symptoms in 
addition to obesity—failure of vision, 
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headaches, vomiting, and shortness of 
stature associated with lack of sexual 
development. Again, one can state that 
almost always the patients with lesions 
of the hypothalmus manifest other im- 
portant findings, so that this type of 
obesity can be differentiated from the 
“run-of-the-mill” seen in our clinics. To 
my knowledge, none of these children 
have been of normal stature for their 
chronologic age. Nearly all of them 
show some evidence of neurologic dam- 
age, such as those listed, and sometimes 
further evidence such as severe mental 
retardation or convulsive disorders. Prob- 
ably we can place in the same category 
those groups of children who have obes- 
ity associated with mental deficiency, al- 
though I think the psychological factor 


plays a part here, in that one of the fe. 
methods of self-satisfaction for these 
children is to overeat. Still another group 
that probably would fit into this cate- 
gory is that with the Laurence-Moon- 
Bied! syndrome. In addition to obesity, 
they have severe mental retardation and 
usually other findings, most notably, syn- 
dactylism and the retinitis pigmentosa 
found in the eyes. 

These would be the usual types that 
one might confuse with so-called ordi- 
nary exogenous obesity. Again I wish 
to point out that the combination of a 
careful history and physical examina- 
tion will quickly discover these condi- 
tions. All these together would probably 
make up less than 1 per cent of the total 
cases of obesity seen each year. 

This brings us to the adolescent over- 
weight child, who is obese primarily 
because he takes in more calories than 
he uses up. The time of onset of obesity 
in most of these children is about eight 
or nine years of age, although some will 
begin before or after this time. In rela- 
tionship to the preventive factors men- 
tioned before, it might be helpful if 
therapy were started at this time rather 
than later. However, it takes consider- 
ably more skill on the part of the thera- 
pist to interest the patient in his obesity 
at this time as compared to the older 
group. It is always amazing to see 
children referred by physicians as having 
a glandular abnormality, particularly 
boys because the penis and testes are 
“too small.” There is little question that 
they are small relative to the large size 
of the trunk, but usually if the fat pads 
are pushed backward over the pubis it 
will be seen that these external struc- 
tures are quite normal in relative size 
for the chronologic age of the child. It 
should be remembered ‘that the genital 
organs undergo practically no growth 
from the second year of life until after 
the preadolescent growth spurt is under 
way. 

So far as therapy is concerned, it is 
extremely important to determine the 
reason why these children take in more 
calories than they use. Surely, the rela- 
tionships that the child has with the 
parents, in his school, with his friends, 
and with society in general play a very 
important part. I am equally sure that 
this peculiarity does not begin at the 
age of nine or at the age of 14 when 
the child is first brought to the attention 
of the physician. Often the pattern is 
set in early infancy with the anxiety on 
the part of the parents in the feeding of 
a new child, or in the feeding of a child 
three and four years of age who has 
begun to lose his rotund baby look, and 
has less interest in food. The parents 
become worried and try to force food. 
Unfortunately, this kind of behavior by 
parents often persists for many years. 
Until one uncovers these emotional fac- 
tors that are the cause of obesity, we 
will have little success in treatment. 

I frankly doubt that the lack of ex- 
ercise by children plays a very large part 
in causing obesity. The lack of interest 
in active sports that many of these chil- 
dren display is a part of the total picture 
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distinct advance in 
parenteral chloramphenicol therapy” 


Highly soluble in water or other aqueous parenteral fluids, CHLOROMYCETIN SUCCINATE solution 
is easily prepared for use by recommended parenteral routes in. a wide range of concentrations. Tis- 
sue reaction at the site of injection is minimal, permitting continuous daily dosage, even in children. 
EXCELLENT CLINICAL RESULTS—CHLOROMYCETIN SUCCINATE provides broad-spectrum antimicrobial 
effectiveness and may be used whenever CHLOROMYCETIN is indicated. Since effective blood and 
tissue concentrations of the antibiotic are produced within a short time, clinical response is gener- 
ally rapid. Signs of irritation at injection sites have been few. 

SUPPLY -CHLOROMYCETIN SUCCINATE (chloramphenicol sodium succinate, Parke-Davis) is sup- 
plied in Steri-Vials,® each containing the equivalent of 1 Gm. of chloramphenicol; packages of 10. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent therapy. 


*Ross,, S.; Puig, J. R., & Zaremba, E. A., in Welch, H., & Marti-Ibafiez, E: Antibiotics Annual 1957-1958, New York, Medical Ency- 
clopedia, Inc., 1958, p. 817. 
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of disinterest in all activities except eat- 
ing; at least this seems to be true in 
most instances. On the other hand, a 
few obese boys find themselves well ac- 
cepted when they get into junior high 
school and high school because they 
make excellent linebackers on the school 
football team. Other physical factors 
such as_ illness, including rheumatic 
fever and poliomyelitis, which require 
long periods of convalescence, may oc- 
casionally play a part because of the 
forced decrease in activity. 

From a purely physical standpoint, 
then, the diet becomes a very important 
part of treatment. It is necessary that 
the child have some desire to go on this 
diet and that it should not only be the 
wish of his parents. It is essential that 
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the parent and/or the physician instill 
in the child some desire to stay on his 
diet. I do not mean that he simply have 
a wish to lose his excess of weight, be- 
cause most of the children will quite 
freely express their desire to do this, 
but not all of them are willing to take 
the necessary steps to achieve this goal. 

There are two more important things 
relative to treatment with diet. First of 
all, the child should be reassured that 
there is nothing wrong with his glands. 
Having reassured him of this it is quite 
proper to instill a bit of anxiety with 
regard to his weight, and to explain the 
rationale of dieting. It has been stated 
that one should be extremely careful 
about urging diet on a child who already 
is going through the prepubescent spurt 


of growth when his body has great re- 
quirements. We have never tried to put 
our children on such a severely restrict- 
ed diet that this was any real problem. 
What we have usually done is to take 
the history from the parent and the child 
and to try to come out with some type 
of a diet appropriate to the degree of 
activity that the child has and to the 
family’s cultural pattern. We try to give 
him the satisfaction of sampling all types 
of foods, including a few desserts, and 
finally, to give a diet which will cause 
moderate loss in weight. It is important 
to warn the child and the parents that 
we are not going to put him on such a 
strict diet that this loss of weight will 
be very rapid. Some physicians have ob- 
jected to this liberalization of a restrict- 
ed diet on the basis that the child is 
going to cheat, and he does not have to 
cheat very much before he is right back 
where he was in the first place. How- 
ever, we feel that an extremely strict 
diet may be detrimental to the physical 
development of the child, plus the fact 
that he often feels so terrible and -this 
becomes so much of a chore that the 
whole idea of eating becomes very much 
of an obsession with him. Occasionally, 
for psychological reasons, we may desire 
a fairly abrupt weight loss, but the nec- 
essary restrictions are maintained for 
only a brief time. It is important that 
the child return at fairly frequent inter- 
vals, so that the physician can be guided 
as to how long the diet should be con- 
tinued, what changes might best be made 
in the diet from time to time, and also 
because of another important factor, 
namely, to continue the relationship be- 
tween the doctor and the patient so that 
the child will get encouragement when 
he needs it and a bit of discipline when 
this is necessary. 

In our experience there is little place 
for drugs in the treatment of these pa- 
tients. So-called anorexic drugs, such 
as amphetamine, have been of limited 
or no value. We have tried these in all 
possible doses with no lasting effect. 
Since thyroid disease is seldom a cause 
of obesity in childhood, thyroid is rarely 
indicated in treatment. It should never 
be used unless there is very definite 
indication of thyroid deficiency. The 
indiscriminate use of thyroid is fraught 
with many difficulties. First, it leads the 
child and parent to feel that there is 
truly some glandular deficiency. Second, 
it often leads to the false hope that here 
is a magic cure for this child’s difficulties. 
Furthermore, it rarely reduces weight 
even when relatively large doses are 
used. Some have advocated the use of 
thyroid or other drugs simply as a type 
of placebo to satisfy a certain psycho- 
logical necessity. This indicates that the 
physician is not willing to spend enough 
time with the patient to find the real 
cause behind the obesity and to treat 
this correctly. The gonadotropic hor- 
mones are completely without rationale 
in treatment and I wish to emphasize 
that stimulation of the gonads in the 
preadolescent boy or girls is a potentially 
dangerous thing to do. I mention it only 
to condemn it. Testosterone therapy 
falls into the same category. 
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the maintenance of desired eating patterns is 
most important. Continuing support by the 
physician is necessary. Here, Obedrin and 
the 60-10-70 Plan can be valuable aids to OBEDRIN PROVIDES: 
both the physician and patient. 


Methamphetamine for its proven 
anorexigenic and mood-lifting effects. 
FORMULA: tablets and capsules 


Pentobarbital as a balancing agent, 
Semoxydrine® 5 mg. 
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for effective timing...a flexible dosage form 


tablets 
or capsules 
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Currently, mailings 
will be forwarded only 
at your request. Write 
for 60-10-70 menus, 
weight charts, and 
samples of Obedrin 


Bristol, Tennessee - New York - Kansas City - San Francisco THE S. E. 


DINNER EVENING SNACK 


Obedrin tablets or capsules provide a flexible dosage form 
which may be prescribed to depress the appetite at 


peak hunger periods. 


The pentobarbital content assures control of excess 
central nervous stimulation, and the 60-10-70 Basic Plan 
provides for a balanced food intake with sufficient protein 
and roughage. 


-Obedrin is available in tablet and capsule form. 
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TACHYCARDIA 
—ALMOST WITHOUT REGARD 
TO CAUSE— 
CAN NOW BE CONSIDERED 
AN INDICATION FOR 
SERPASIL 


(reserpine c1Ba) 
The heart-slowing action of Serpasil can be of therapeutic value in a wide 


variety of conditions marked by an increased heart rate. * Serpasil prolongs 
diastole, allowing more time for the myocardium to recover and enhancing 
cardiac blood flow and efficiency. This heart-slowing effect is unrelated to 
the antihypertensive effect of Serpasil; that is, in normotensive patients with 
tachycardia, Serpasil will slow heart rate without decreasing blood pressure. 
* Serpasil is thought to slow the heart by central suppression of afferent sym- 
pathetic activity, thus inhibiting impulses to the cardio-accelerator fibers and 
allowing the normal braking action of the vagus to predominate. This heart- 
slowing action is unlike that of the agents now in widespread use—the veratrum 
derivatives, digitalis, quinidine, and parasympathomimetic agents. Serpasil is 
virtually free of the dangers (heart block, cardiac arrest) and the disadvantages 
of “titrating” dosage heretofore encountered with bradycrotic drugs. 


SERPASIL HAS PROVED EFFECTIVE AS A HEART- 
SLOWING AGENT IN THE FOLLOWING CONDITIONS: 
MITRAL DISEASE * MYOCARDIAL INFARCTION * CARDIAC 
ARRHYTHMIAS + NEUROCIRCULATORY ASTHENIA 
THYROID TOXICOSIS * EXCITEMENT AND EFFORT SYN- 
DROMES * CARDIAC NEUROSIS * CONGESTIVE FAILURE 


NOTE: In patients receiving digitalis or quinidine, Serpasil therapy should be 
initiated with especially careful observation. Serpasil is not recommended in 
cases of aortic insufficiency. 
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In conclusion, I wish to stress that so that unnecessary fears can be allayed 
by far the most common cause of obesity early in the child’s life. The recognition 
as seen in the adolescent is due to the of excessive gains in weight may be 


increased intake of food, and possibly a 
relative decreased output of calories in 
the form of exercise. The cause for the 
excessive intake of food is usually one 
or more of several psychological possi- 
bilities. As a guide to therapy, it there- 
fore becomes necessary to devote enough 
time to obtain a good history of the 
variety of factors that may contribute 
to overweight in any given patient. It 
is important to instill attitudes of some 
degree of moderation in young mothers 
toward the intake of food and the gain 
of weight in early infancy. They might 
be given some information on the nor- 
mal growth and development of a child 
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modified at this time rather than to 
allow them to continue into later ado- 
lescence when it may be much more 
difficult to obtain good results True 
glandular obesity is extremely rare and 
it is usually easily recognized when it is 
present. Finally, I believe that diet 
plays an essential, but always secondary 
role in the treatment of obesity. The 
most important part is establishing a 
good relationship between doctor and 
patient and finding out why the patient 
takes in more calories than he needs. A 
proper diet is often helpful to such chil- 
dren, but a diet need not be so severe 
that one has to worry about actual defi- 


ciencies in the important food subst: ances, 
whether proteins, carbohydrates, fats, 
vitamins, or minerals. To paraphrase 
an aphorism—treat the patient, not his 
weight. 
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What we know 
about alcoholism 
in industry* 


Harrison M. Trice, Ph.D.* 


Far less is known about alcoholism as 
it affects on-the-job work experiences of 
the employee who is a problem drinker 
than is commonly believed. The cost of 
problem drinking employees to their em- 
ployers, for example, has sometimes been 
described as an annual “billion dollar 
hangover.” Significantly higher rates of 
on-the-job accidents and job absenteeism 
are attributed to the problem drinker as 
compared with the rates of nonalcoholic 
employees. 

Evidence to back up these alleged work 
characteristics is nevertheless quite 
sparse. The simple truth is that what we 
do not know about the work experiences 
and behavior of problem drinking em- 
ployees greatly exceeds what we do 
know." 

There have been some scattered esti- 
mates in widely separated companies re- 


*Reprinted from Public Health Reports, Feb- 
ruary 1959. 

+Dr. Trice is assistant professor, School of 
Industrial and Labor Relations, Cornell Univer- 
sity, Ithaca, N. Y. He is one of the nonalco- 
holic members of the board of trustees of the 
general service board of Alcoholics Anonymous. 
The paper was presented at the Annual Health 
Conference of Pennsylvania, University Park, 
Pa., on August 19, 1958. 
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With a single new prescription you can resolve sinus or frontal headache. Sinutab aborts pain, 
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work histories of members of Alcoholics 
Anonymous I collected, only 4 members 
reported they did not work regularly 
during the middle phases of their alco- 
holism. There seems to be little doubt 
that the alcoholic works regularly while 
his malady is in its incipient and middle 
stages. Typically he continues on his job 
for years as the symptoms of compulsive 
drinking develop at a slow but steady 
pace. He gradually, almost imperceptibly, 
loses control of his drinking until he 
comes to the point where, once he begins 
to drink, he finds it almost impossible to 
stop voluntarily. 

The symptoms of the early and middle 
stages that accompany this loss of con- 
trol are not the dramatic ones of late- 
stage alcoholism which most people think 
of when they hear the term. Consequent- 
ly, he is unrecognized as an alcoholic and 
continues to work actively at his job or 
profession even though he is well along 
the road to alcoholism. It is this unrec- 
ognized, covered-up employee with a 
drinking problem who constitutes an es- 
pecially difficult personnel matter for 
management. 

What are some of these early and mid- 
dle symptoms?” Since the alcoholic drinks 
to experience a sense of physical and 
emotional well-being, he soon discovers 
he must drink a lot more than he did a 
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garding the cost to the employer of prob- 
lem drinkers. But these merely suggest 
that in some job situations such an em- 
ployee is a costly personnel item while 
in others he is a relatively minor expense 
item. Furthermore, his work-related acci- 
dents have not been studied in any sys- 
tematic fashion to discover whether his 
rate is any higher than that of nonalco- 
holic employees. Even absenteeism, about 
which most is assumed to be known, has 
not been effectively studied with refer- 
ence to such variables as job types, job 
status, and stage in the development of 
alcoholic disease. 

Despite this general lack of substantial 
data about the work behavior of the em- 
ployee with a drinking problem, some 
tentative descriptions of the work expe- 
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riences of alcoholics can be made with a 
fair amount of confidence. Moreover, 
there is a slowly developing body of data 
that can be labeled “things we know less 
about” but concerning which some 
hunches are available, even though there 
are fewer data to back them up than 
those experiences we can describe tenta- 
tively. In short, we can classify what we 
know about the industrial aspects of al- 
coholism into data that give us some rea- 
sons to believe they are reliable, and data 
that are far less reliable, but which nev- 
ertheless provide us some basis for 
hunches. 

The fact that early- and middle-stage 
alcoholics continue to work is the work 
characteristic on which we probably have 
the most substantial data. Of some 700 


periods of temporary amnesia. Dubbed 
“blackouts” or “pulling blacks,” these 
are not periods of physical unconsciotis- 
ness. They are drinking episodes during 
which the developing alcoholic appears to 
an observer much like any other relative- 
ly drunk person. The difference, however, 
is the inability of the early-stage alco- 
holic to remember what happened during 
the drinking episode. At first these black- 
outs are sporadic, but in a few years 
they become regular experiences. 

During the early period he gains a 
good deal of prestige among drinking 
friends for these drinking exploits. His 
capacity to drink and his inability to re- 
member what happened are often sources 
of group recognition for him; the feel- 
ings of well-being he gets from drink- 
ing are reinforced by group rewards. 
But gradually his drinking friends be- 
gin to think of him as different arid he 
does, too. As a result, he develops a 
series of psychological symptoms. 

He begins to hate himself for not 
having the willpower of others, and he 
finds in alcohol a temporary relaxation 
of this self-hate. But upon sobering up, 
he discovers the self-hate is still there, 
along with an energy-sapping hangover. 
So, unlike the nonalcoholic with a hang- 
over, he turns to more alcohol in an 
effort to manage the twin agonies of 
emotional remorse and hangover pain. 
At the same time he begins an intense 
drive to refute the growing realization 
that he has a drinking problem. His ex- 
cuses for drinking become exaggerated, 
often bizarre. He vigorously denies there 
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is anything wrong, frequently going to 
work when in bad physical and emotional 
condition just to prove it. He often 
seeks out persons who “drink like I do” 
in an effort to find a congenial set of 
friends who will not increase his guilt 
about his drinking.* 


EFFICIENCY DECLINE 


These symptoms usually have a direct 
impact on his work efficiency. It seems 
to be quite clear that the hangover, the 
self-hate, the preoccupation with deny- 
ing there is anything wrong, the loss of 
control that leads to continued drinking 
off the job until something outside him- 
self intervenes to stop him, and the anx- 
iety about getting alcoholic relief during 
the workday reduce substantially his 
ability to do his job. 

This decline in efficiency has numerous 
facets. The problem drinker begins to 
procrastinate a great deal, to put off 
everything except absolutely essential 
tasks, to fulfill only the immediate re- 
quirements of his job. He compromises 
with quality, accepting second or third 
“best” because he is unable to concen- 
trate on the details necessary to perform 
his job well.* A “don’t-care” attitude 
supports the work slowdown. Fatigue 
saps his energy, and consequently in- 
itiative is forgotten. He has a strong 
tendency to do his job any old way just 
to get it done. In short, he is content 
with a mediocre performance. Because 
he becomes very guilt-ridden about his 
poor work, typically, he tries to make up 
for it by spasmodic spurts of output or 
creativity during which he often does 
superior work. This serves as a sign 
to him that his work is still well done. 
Actually it is merely a short-lived in- 
crease in a general efficiency decline. 

Fairly good data also indicate that 
problem drinkers are rather evenly dis- 
tributed through all occupational groups 
as well as many types of businesses and 
industries.” The old stereotype that vis- 
ualized the unskilled, poorly educated 
“drunk” as the typical alcoholic is ob- 
viously wrong. Company after company 
has discovered well-developed problem 
drinkers among their managerial ranks, 
and the professions appear to be pro- 
portionally represented in the alcoholic 
population. In short, it seems that alco- 
holic employees appear in substantial 
numbers in managerial, skilled, unskilled, 
semiskilled, service, clerical, and profes- 
sional occupations. When the last stages 
of alcoholism are reached there is some 
tendency to gravitate toward the migra- 
tory, spot-labor jobs, but this is far 
from a general trend even at this stage. 

The middle-stage alcoholics are ap- 
parently rather evenly distributed 
throughout the various types of Ameri- 
can industries.’ Construction does not 
seem to have an unusually low or high 
number of them in comparison with agri- 
culture or manufacturing. Transporta- 
tion has substantial numbers, as do fi- 
nance and service businesses. Govern- 
ment service, including the military, has 
its quota but, again, not in any unusual 
concentration. 

In ‘addition to this characteristic of 
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dispersion throughout the work world, 
the middle-stage alcoholic is, in many 
respects, like any other employee.® He 
cannot be distinguished by his length of 
service, marital status, or mode of resi- 
dence. Although his drinking deviates 
from accepted limits, he is still part of 
established social and economic patterns 
of living. 

The type appears to be lodged heavily 
among male employees in the ages from 
35 to 50 years. Certainly female alco- 
holics exist, probably many more than 
are currently estimated, and many more 
women are in the labor force today than 
20 or 30 years ago. There are still good 
grounds, however, for believing that in- 
dustry will find more alcoholism among 
men than women. Even more certain is 


the characteristic that alcoholism is a 
disorder of the mature years at a time 
of maximum work expectancy. If it 
were spread evenly among workers of 
all age groups, its industrial impact would 
be far less. Concentrated as it is in the 
productive years of 35-50, it can impair 
a large number of workers at the point 
of their greatest work contribution. 


COMPANY REHABILITATION EFFORTS 


Numerous prominent companies have 
recognized alcoholism as a health prob- 
lem, issuing personnel policies regarding 
it and setting up specific procedures to 
carry them out.* Typically, the policy 
statements issued (a) indicate that ‘the 
company regards alcoholism as a form 
of illness and intends to act accordingly ; 
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(b) explain how the company will aid 
in the rehabilitation of the alcoholic em- 
ployee; and (c) set the limitations on 
this aid, that is, the point at which the 
company will cease to aid in the rehabili- 
tation of such an employee and consider 
his discharge. 

In implementing these policies, vari- 
ous personnel practices have been used. 
Sickness benefits, pension eligibility, 
leaves of absence, counseling and refer- 
rak''to outside treatment facilities, and 
supervisory training relative to the mal- 
ady’ have all been offered in various 
conipany’ programs for _ rehabilitation. 
However, no one company has used all 
of these. Most of the programs operate 
‘inthe belief that rehabilitation does not 
occur overnight and that recurrence of 
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drinking can be expected. When the em- 
ployee makes a sincere effort and his 
“slips” become infrequent, most com- 
panies with rehabilitation policies believe 
there is justification for continuing com- 
pany aid. 

On the other hand, when reasonable 
aid does not produce or seem to prog- 
nosticate any basic change in the drink- 
ing pattern, most companies consider 
termination. Continued aid in rehabilita- 
tion under these conditions, they believe, 
is merely an unwitting support of ab- 
normal drinking and is probably a hin- 
drance: rather than an aid to sobriety. 
Briefly, almost all companies with a 
treatment policy will, under certain cir- 
cumstances, discharge an employee be- 
cause of his drinking. A few companies 


exhaust all possibilities for every aleo- 
holic, requiring special review before 
termination. This is especially true for 
longtime employees. 


EXTENT AND COST TO INDUSTRY 


Data on the extent and cost of alco- 
holism in business and industry are far 
less reliable than data on efficiency de- 
cline and efforts at rehabilitation. There 
are grounds only for reasonable guesses. 
Estimates of the number of employed 
middle-stage alcoholics have been made 
in two ways: (a) by, taking the estimat- 
ed number of all alcoholics in the total 

population and making an educated guess 
of the number who are regularly em- 
ployed, and (b) by using the estimates 
made in specific companies as an indi- 
cation of the number throughout indus- 
try. Both of these approaches are ques- 
tionable at best; however, they provide 
us with a rough idea of the extent of 
the problem. 

Estimates of the total number of alco- 
holics have come mainly from the Jelli- 
nek estimation formula,’ the intricacies 
of which I will not explain here. It is 
appropriate, however, to point out that 
numerous efforts to validate estimates 
made by the formula have shown con- 
siderable success. Thus, an independent 
survey of the number of alcoholics in a 
specific locality is compared with an esti- 
mation obtained with the formula. In 
numerous instances the two have agreed 
closely, leading to the tentative valida- 
tion of the Jellinek estimations.” 

The chief difficulty with this proce- 
dure is that no one knows the accuracy 
of the independent survey against which 
the estimates were validated. The sur- 
vey results may or may not correctly 
reflect the number of alcoholics in the 
area. Therefore, one set of questionable 
estimates may be validated against an- 
other set of equally questionable data. 

On the other hand, the repeated close 
agreement between the appraisals made 
by the formula and independent assess- 
ment indicates that the Jellinek estimates 
are far more than conjecture. Appar- 
ently, there is a careful approximation 
in them that merits close attention. In 
1955 the formula estimate was 4,500,000 
incipient and full-blown alcoholics in the 
United States. 

But how many of these are employed 
regularly in a definite job? Here the 
quest becomes very fuzzy. Most observ- 
ers have played safe and said only half 
of these were actively employed. At the 
same time case histories of members of 
Alcoholics Anonymous suggest a sub- 
stantially higher number in the employed 
category. But no one knows how to be 
more precise in any systematic fashion 
about the estimation. 

The figure usually cited is 2 million, 
or approximately 3 percent of the Na- 
tion’s labor force. But a particular com- 
pany may have many more or many less 
than this percentage. Judging from stud- 
ies in individual companies, this figure 
can range from practically none to 10 
percent.**” 

But troubles in estimating really start 
when we try to appraise the costs of al- 
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coholism to American industry and busi- 
ness as a whole. This appears to be not 
only an almost impossible task but also a 
gigantic one. When the vast array of 
factors, both tangible and intangible, af- 
fecting the value of an employee to his 
employer are considered, the difficulty of 
the task becomes obvious. And, when an 
effort is made to attach a dollar value to 
the way in which alcoholism reduces this 
value, any nationwide effort is extremely 
questionable. The best we can do is list 
the various cost factors that may be 
relevant to a particular company, leaving 
to the judgment of those who know the 
organization any actual estimation of 
dollar cost.” 

First, cost of reduced work efficiency 
is the most apparent factor. This can 


A-120 


take many forms such as scrap, spoilage, 
errors in assembly and shipping, slow- 
down, fewer sales, increased rejects, and 
customer complaints. Executive and pro- 
fessional error adds another and even 
more costly dimension. Second, since 
many alcoholics appear to have a sub- 
stantially higher absenteeism rate, they 
can be costly from this standpoint. Fur- 
thermore, companies make training in- 
vestments in many employees which are 
lost if termination for alcoholism occurs, 
and replacing an employee can be ex- 
pensive. The public relations impact of 
an alcoholic employee is also a potential 
cost item along with the sickness support 
the company may provide for the many 
related illnesses that accompany alco- 
holism. 


Briefly, the only meaningful cost items 
come from specific companies who ap- 
praise alcoholic employees in specific 
jobs and attach a dollar value to their 
cases. This procedure has been attempt- 
ed in a few instances, and the results 
suggest that in many situations problem 
drinkers are very costly to their employ- 
ers, while in others the cost is relatively 
modest. 


ABSENTEEISM AND 
ON-THE-JOB ACCIDENTS 

Again, we do not have very much spe- 
cific information about absenteeism and 
on-the-job accidents of alcoholics. There 
are data indicating that, in general, the 
absenteeism rate of a company’s problem 
drinkers is significantly higher than that 
of nonalcoholic workers.” Beyond this 
we have only hunches. However, these 
suspicions are interesting. 

Some grounds exist for believing that 
“no-report” absenteeism and “partial” 
absenteeism characterize a developing 
drinking problem in an employee.” Fail- 
ure to report his inability to be on the 
job is often a symptom of the middle- 
stage alcoholic that distinguishes him 
from the average absentee. In the early 
stages, a member of his family may re- 
port his absence. But as his problem 
worsens, his absences will occur without 
advance notice from anyone. Often he 
comes to the job only to leave before the 
day is over.“ He realizes he cannot get 
through the day without a drink, so he 
leaves. This behavior is most likely in 
unskilled and semiskilled work which 
operates on a definite schedule and under 
close supervision. 

There is also some exploratory evidence 
regarding absenteeism among high-status 
as contrasted to low-status problem 
drinkers.” Alcoholic executives, engi- 
neers, lawyers, doctors, and other high- 
status workers apparently have substan- 
tially less actual absenteeism than do 
low-status alcoholics on semiskilled and 
unskilled jobs. High-status inebriates, 
however, seem to have a great deal of 
“on-the-job absenteeism,” that is, they 
come to work when they feel bad from 
their drinking behavior, but for all prac- 
tical purposes are “absent.” They put in 
an appearance but merely go through the 
motions of doing their jobs. Low-status 
problem drinkers tend to have large 
amounts of actual “stay-away absentee- 
ism.” 

Various motivations and work situ- 
ations seem to account for his difference. 
The high-status alcoholics, despite their 
disorder, were motivated to go to work 
by a sense of responsibility, a desire to 
deny there was anything wrong, and as 
a way to reduce their guilt about exces- 
sive drinking. The motivations to go to 
work anyway were reinforced by the 
fact that once at work, they could get 
a drink rather easily when they wanted 
one. They have freedom from close 
supervision, freedom of schedule, and 
freedom to move around. Low-status 
workers did not express these motiva- 
tions nor enjoy these job freedoms, so 
their actual absenteeism was consequently 
higher. 
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Far more contrary to popular belief 
are notions about the job accidents of 
the problem drinker. The belief that his 
accident rate must be higher than that 
of other workers is widespread. Yet 
what meager evidence there is suggests 
no such sharp difference.” Reasons for 
this evidence to the contrary are numer- 
ous. Many jobs involve little exposure 
to accidents, and safety engineering has 
removed the dangers from many mere. 
Problem drinkers, scattered throughout 
all occupational levels, have their share 
of the safe jobs. Also, the repetitive 
nature of many jobs and the routine to 
which an experienced employee reduces 
his work are a protection to the problem 
drinker. 
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Furthermore, an overcautious attitude 
is part of the problem drinker’s defense 
mechanism. He seems to be overly cau- 
tious of job hazards and thus minimizes 
the chance of accidents. The problem 
drinker has a keen awareness of alco- 
hol’s effect on him and develops a routine 
for handling it. Finally, two factors act 
to reduce his actual exposure to acci- 
dents. On many days when he believes 
he is likely to have an accident he resorts 
to absenteeism; it is impossible for him 
to have an accident on the job if he isn’t 
there. And, in some instances, fellow 
workers or a supervisor will see to it 
that a problem drinker is put on a safe 
job until he is in better shape to handle 
a job that exposes him to accidents. 


SUMMARY 


Although evidence is rather meager, 
we know the problem drinker is a defi- 
nite personnel problem for employers, 
Even though he is only in the middle 
stages of his malady, not a full-blown, 
chronic alcoholic, his work efficiency is 
materially damaged, and often he can 
be a definite financial liability. Alcohol- 
ism in industry is a disorder of the ma- 
ture years, the time of maximum work 
expectancy. 

Conservative estimates of the number 
of employees who are alcoholics center 
around 2 million, and there seems to be 
good evidence that they are present in 
substantial numbers in all occupational 
and industrial groups. 

Something is being done for this type 
of employee. Numerous companies have 
a definite rehabilitation policy with spe- 
cific procedures for implementing it. 
Most companies with a policy concerning 
treatment will, under certain circum- 
stances, discharge an employee because 
of his drinking. 

The inebriate with a high-status job 
has more “on-the-job absenteeism” than 
the low-status worker. There is little 
evidence that the accident rate for the 
problem drinker is higher than that of 
other workers. 

A start has been made on developing 
more accurate data about such work ex- 
periences as accidents, absenteeism, and 
coverup. In short, what we know about 
the industrial aspects of alcoholism is 
slowly increasing. Soon we may be able 
to describe the job aspects of alcoholism 
more accurately. 
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Question: 

Why do so many physicians prefer 
Cafergot and Cafergot P-B for 
migraine and other recurrent 
throbbing headaches? 


Answers: 
By leading clinicians, quoted from 
their published investigations. 


THE JOURNAL “The highest percent- 
age (83%) of patients 
| with symptomatic 

te relief is obtained by 
early and adequate 

administration of 
| ergotamine and caf- 


* or combined with anti- 
spasmodics and/or sedatives (Cafergot 
P-B).” (Friedman, A. P.: J.A.M.A. 
163:1111, March 30, 1957.) 


“For those patients 
in whom nausea and 
vomiting occur so 
early in the attack 
that oral medication 
cannot be used, rectal 
administration is 
sometimes a simple 
andeffective solution. 
Cafergot supposi- 
tories...and Cafergot P-B supposi- 
tories...are useful additions to the 
armamentarium.” (MacNeal, P. S., et 
al.: Management of the Patient with 
Headache, 1957.) 


MEDICAL 
ANNALS 


“The tablets [Cafer- 
got P-B] were espe- 
cially useful when the 
headaches were ac- 
companied by nerv- 
ous tension and 
gastrointestinal up- 
set.... Cafergot P-B 
é Tablets constitute an 
important addition to the treatment of 
vascular headache.” (Blumenthal, L.S., 
and Fuchs, M.: Med. Annals District of 
Columbia 26:175, April 1957.) 


“Symptomatic treat- 
ment is essentially 
one of pharmacother- 
apy, and the best 
results have been 
obtained with the use 
ofergotamine deriva- 
tives, notably a com- 
pound of ergotamine 
and caffeine (Cafergot).” (Friedman, 
A. P., von Storch, T. J. C., Merritt, 
H. H.: Neurology 4:7738, Oct. 1954.) 
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first choice 
for migraine 
and other recurrent, throbbing headaches 


.CAFERGOT TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg. 

Dosage: 2 at first signs of attack; if needed, 1 additional 
tab. every 4% hour until relieved (max. 6 per attack). 


CAFERGOT SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg. 
Dosage: 1 as early as possible in attack; 

second in one hour, if needed (max. 2 per attack). 


When the headache is associated with nervous 
tension and G.I. disturbance 


CAFERGOT P-B TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. 
Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 m¢g., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. 
Dosage: same as Cafergot Suppositories. 
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POSITIVE EVIDENCE 
THAT “MEDIATRIC” INCREASES 
MUSCLE STRENGTH 


in six weeks’ time, left hand grip strength increased 
from 20 to 52 pounds—nearly doubled in right hand.* 


*Patient E. H., male, age 88, started 

on “Mediatric” July 24, 1952. Right 

hand grip strength measured 32 pounds, 

left hand, 20 pounds. Six weeks later, 

grip strength improved to 62 and 52 
pounds, respectively. On June 29, 1954, 
after continuous therapy both right and | 
left band grip strength registered 

100 pounds. 


ay 
1 KILOGRAM =2.2 POUNDS 4 | 


improved grip strength with steroid-nutritional therapy 
objectively demonstrated by mechanical tests 


Muscle performance in terms of power, endurance, and coordination 

has been evaluated in a series of patients before and after “Mediatric” 

therapy.' Grip strength measured by dynamometer and tested at 

periodic intervals showed remarkable improvement — averaging 60 

per cent in right hand and more than 100 per cent in left, even in relatively short periods of 
e. Other musculo-skeletal tests were equally successful. 


“Mediatric” contains estrogen and androgen in amounts that will help counteract declining 
gonadal hormone secretion, maintain a positive nitrogen balance, and promote synthesis of 
protein in muscle, bone and other tissues. 

Combining both steroids and important nutritional supplements such as vitamin C, B,2, other 
B vitamins and ferrous sulfate, “Mediatric” brings about increase in physical strength, 
overcomes general malaise, easy fatigability, lack of interest and vague pains in the bones and 
joints. In addition, “Mediatric” improves mental outlook and its general “tonic” effect is of 
especial benefit to your patient. | 


each capsule or ins: Thiamine mononitrate (B:).....-..++++.+- 10.0 mg. 
Conjugated estrogens equine ("Premarin”®).. 0.25 mg. Pyridoxine HIG! (Be) 30 We. 
NUTRITIONAL SUPPLEMENTS Ferrous sulfate exsic.+..+-secessecseesss 30.0 mg. 
Vitamin C (ascorbic acid). mg. 
Vitamin Bis ANTIDEPRESSANT 
with intrinsic factor concentrate......1/6US.P. Unit d-Desoxyephedrine HCl. 1.0 mg. 


Suggested Dosages: Male — 1 capsule or 1 tablet daily, or as required. Ferraie — 1 capsule or 1 tablet daily, or as required, 
taken in 21 day courses with a rest period of one week between courses. 
Supplied: Capsules — No. 252 — Bottles of 30, 100, and 1,000. Tablets — No. 752 — Bottles of 100 and 1,000. 


Also available: “Mediatric” Liquid — No. 910 — Bottles of 16 flsidounces and 1 gallon. 


1. Perlman, R. M., and Dorinson, S. M.: P: d before the Third Congress of 
the International Association of Gorentiliey, London, England, July 19-23, 1954. 
THE SMEDLEY DYNAMOMETER SUPPLIED THROUGH THE COURTESY OF THE J. A. F CORPOR . 178 FIFTH AVENUE, NEW YORK CITY, 
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13. Alcoholic workers: Problem drinkers 
high cost to industry spurs rehabilitation pro- 
grams. Wall Street Journal 151:1, 16, April 
28, 1958. 

14. Mulford, H. E., and Waisanen, C. E.: 
Alcoholism and Iowa business and industry. 
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Large 
population gains 
in United States 

and Canada* 


The populations of the United States 
and Canada continued to grow rapidly 
during 1958. In the United States, the 
total population, including the Armed 
Forces overseas, reached a record high 
of 175,600,000 at the end of the year. 
This represented an increase of about 
2,860,000 for the year—a figure exceeded 
only by the record gains in 1957 and, 
1956. In the 834 years since the 1950 
Census, nearly 24.5 million people have 
been added to the population, an increase 
averaging 1.7 percent annually. In Can- 
ada, the population rose to 17,270,000 by 
the close of 1958. The gain of about 
383,000 during the year was well below 
the record increment of 543,000 in 1957. 
Since the June 1951 Census, Canada’s 
population has increased almost 3.3 mil- 
lion, or by 2.8 percent annually. 

The rapid population growth in the 
United States during recent years reflects 
mainly the continuing baby boom. For 
five successive years, births have exceed- 
ed 4 million annually. There were about 
4,240,000 babies born in 1958, not much 
below the all-time high of about 4,300,000 
the year before. The births in 1958 cor- 
respond to a rate of 24.5 per 1,000 popu- 
lation. 

Infant mortality in the United States 
remained at a low level in 1958. There 
were about 26.7 infant deaths for every 
1,000 live births, compared with 26.4 the 
year before and with the all-time low of 
26.1 in 1956. Despite the small rise in 


“Reprinted from Statistical Bulletin, Metro- 
pelitan Life Insurance Company, December 
1958. 


year before. 


the year just ended, the rate is almost 
one sixth lower than it was a decade ago 
and about one half that of two decades 
ago. 

General mortality in the United States 
fell slightly in 1958, despite an increase 
in the death toll associated with respira- 
tory disease in the early months of the 
year. The death rate for 1958 as a whole 
decreased to 9.5 per 1,000, from 9.6 in 
1957; the all-time low mortality, record- 
ed in 1954, was 9.2 per 1,000. Reflecting 
the population increase, the number of 
deaths in 1958 rose by approximately 
10,000, to a new high of about 1,645,000. 

The natural increase in population—the 
excess of births over deaths—amounted 
to about 2,600,000 in 1958, or consider- 
ably below the record increment of the 
During 1958 the United 


States also gained somewhat more than a 
quarter million persons through migra- 
tion, which was several thousand less 
than in 1957. 

Each of the geographic divisions of 
the United States gained population dur- 
ing 1958. The West—the Pacific and 
Mountain States—continued to experi- 
ence the largest rate of increase, namely, 
3 percent. This was three fourths above 
the national rate, and not much below 
that area’s annual rate of increase for 
1950-57. Since April 1950 California 
alone has added 4 million inhabitants, 
Population growth during 1958 was most 
rapid in Florida and Arizona, where the 
increase amounted to about 5 percent. 
Nevada and New Mexico, bordering Ari- 
zona, also experienced high rates of in- 
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crease—3.8 and 3.1 percent, respectively. 
Even greater was the population growth 
in Delaware, namely 4.3 percent. 

Three States have sustained population 
losses since the 1950 Census. The num- 
ber of residents decreased by about 150,- 
000 in Arkansas, the only State which 
lost population during 1958. In West 
Virginia and Vermont, which previously 
experienced small decreases, there were 
no changes apparent for 1958. 

Canada’s reduced rate of population 
growth during 1958 resulted from a 
sharp decrease of immigrants; the gain 
by migration fell from over 200,000 in 
1957 to about 50,000 in 1958. The natural 
increase in population remained virtually 
unchanged from 1957. Births totaled 
about 470,000, or a shade above the pre- 


vious high of the year before; the birth 
rate was 27.5 per 1,000 population. With 
deaths totaling about 134,000, the death 
rate dropped to an all-time low of 7.9 
per 1,000 population. This compares with 
the previous minimum of 8.1 registered 
in 1954 and with 8.2 for 1955-57. 
Ontario, the largest Province in Can- 
ada, continued to grow rapidly in 1958, 
its population increasing by 2.7 percent 
to almost 5.9 million at the end of the 
year. The rate of growth was even 
greater in British Columbia and Alberta, 
each of which increased by about 3 per- 
cent. At the other extreme, the popula- 
tion remained unchanged in Prince Ed- 
ward Island. Relatively small increases 
occurred during 1958 in Nova Scotia, 
Manitoba, and Saskatchewan. 4 


25,000 U.S.P. units 
50,000 U.S.P. units 


100,000 U.S.P. units. 
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Why people 

fail to seek 
poliomyelitis 
vaccination* 


Irwin M. Rosenstock, Ph.D., 
Mayhew Derryberry, Ph.D., 
and Barbara K. Carriger, B.A.t 


Epidemiological investigations of the 
1958 outbreaks of poliomyelitis add to the 
growing body of evidence that Salk vac- 
cine is safe and effective in preventing 
the disease. The major proportion of 
cases, particularly the paralytic, are oc- 
curring among incompletely vaccinated 
individuals. Thus the prevention of such 
epidemics as occurred in 1958 will not 
devolve primarily upon technical develop- 
ment of preventives. Rather, prevention 
will require increasing the number of 
people who protect themselves and their 
families through vaccination. Public 
health workers desiring to bring about 
such action can be more effective if they 
know why people fail to accept poliomye- 
litis vaccination, their motivations in re- 
jecting or accepting it, the conditions 
under which they will respond to appeals 
for action, and the communication chan- 
nels through which they get health in- 
formation. 

To provide such information quickly, 
the Public Health Service, through the 
regional office organization, recently 
asked States and universities to supply 
information obtained from _ systematic 
studies which would help to identify (in 
terms of age, education, income, and 
other factors) segments of the popula- 
tion that have been hard to reach for 
vaccination, and which would help to ex- 
plain why people accept or fail to accept 
poliomyelitis vaccinations. 

In addition to the formal inquiry, the 
literature on these topics was searched 
independently. 

Although little time was available for 
gathering data in preparation for a na- 
tional meeting to consider the problem, 
more than 40 research activities on polio- 
myelitis vaccination were identified. Sev- 
enteen of these were found to bear di- 
rectly on the question of why people 
accept or fail to accept vaccination for 
themselves and their families. Of the 17 
studies, 13 were reviewed; 4 were un- 
available. Seven of the 13 were discard- 
ed because of methodological limitations 
in their design or because they could not 
be properly evaluated. 

The six remaining studies’ are meth- 
odologically sound and report findings 
which have implications for planning 
poliomyelitis vaccination programs. These 


*Reprinted from Public Health Reports, Feb- 
ruary 1959, 

+The authors are in the Division of General 
Health Services, Public Health Service. Dr. 
Rosenstock is chief, and Mrs. Carriger, social 
psychologist, of the Behavioral Studies Section. 
Dr. Derryberry is chief of Public Health Ed- 
ucation Services. 
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of all oral vitamin A products, 
gaturall vitamin ais more effective because itis 


quick, accurate early pregnancy diagnosis... 


new, 3-day oral test for pregnancy 
Pro-Duosterone’ 


50.00 mg. i per tablet 


activated by ethinyl estradiol 0.03 mg. 


safe... physiologic... therapeutic 


Pregnancy is now diagnosed safely, simply and accurately in its earliest weeks by oral 
administration of four Pro-DuosteRone® tablets daily for three consecutive days. In 
the nonpregnant patient uterine bleeding usually occurs 3 to 7 days after progesterone 
therapy.! No bleeding occurs when pregnancy exists, and gestation is protected.? More- 
over, in short-term functional amenorrhea regular cycles are usually restored by oral 
progestogen.! Speed and precision of this test are unsurpassed, and “no laboratory 
equipment, animals, or specimens are needed.””! The 3-day, oral Pro-DuOSTERONE test 
for pregnancy is also less costly than biologic methods. Diagnostic and therapeutic 
efficiency is assured by the small estrogen component of Pro-DuosTERONE since 
“Progesterone has no action whatsoever in the absence of estrogens.’’ 

Supplied: bottles of 24 tablets. Roussel Corporation, 155 E. 44th St., New York 17 


1, Hayden, G.E.: Am. J. Obs. & Gynec. 76:271, 1958. 2. New & Nonofficial Drugs: J.A.M.A. 168:181, 1958. 3. Page, E.W.: GP 9:53, 1954. 


studies contribute to our understanding 
of why people accept or reject vaccina- 
tion. However, except for the Clausen’ 
and Deasy* reports, which represent dif- 
ferent analyses of the same data, the 
studies were independently done, so that 
the relationships among the findings are 
not always clear. We shall attempt, 
therefore, to crystallize these relation- 
ships by analyzing the findings according 
to one set of explanatory concepts. The 
interpretations presented here, however, 
are not fully supported by adequate data 
in all cases. Additional studies of the 
explanatory concepts will be required to 
assess the validity of our interpretations. 

From an analysis of the six studies, 
it would appear that two broad classes 
of factors determine the decision to par- 
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ticipate in vaccination programs. These 
are personal readiness factors and social 
and situational factors. 


PERSONAL READINESS FACTORS 


The factors of personal readiness in- 
clude the motives, attitudes, and beliefs 
of individuals which affect their willing- 
ness to take voluntary action with regard 
to their health. Hochbaum’ has described 
the importance of these factors in guid- 
ing the decision to obtain chest X-rays. 
In connection with poliomyelitis vaccina- 
tion, three components of a_person’s 
readiness te seek vaccination can be 
identified: the extent to which he be- 
lieves he may be susceptible to the dis- 
ease, the seriousness with which he 
regards the consequences of getting the 


disease, and his conception of the safety 
and effectiveness of the vaccine. 


Perceived Susceptibility 


It would appear that a basic determi- 
nant of the decision to seek vaccination 
is the extent to which the individual be- 
lieves that he is susceptible to poliomye- 
litis, or, for children, the extent to which 
the parent believes that his child is sus- 
ceptible. 

In Glasser’s report of the study made 
for the National Foundation for Infantile 
Paralysis,‘ the absence of perceived sus- 
ceptibility is cited as 1 of the 2 principal 
barriers to the decision to obtain vaccina- 
tion. Merrill and his associates’ show 
that poliomyelitis tends to be regarded as 
a disease affecting only children, which 
may account for the failure of some 
adults to accept vaccination. The authors 
suggest that the establishment of vac- 
cination priority groups tended to rein- 
force this perception among leading peo- 
ple that those included in the first priority 
group were the only ones who needed 
vaccination. The familiar picture of the 
child on crutches may also have rein- 
forced the belief that poliomyelitis is a 
disease of children. 

The failure to believe that one is sus- 
ceptible to poliomyelitis may be a wide- 
spread problem. In the National Founda- 
tion for Infantile Paralysis study,* 72 
percent of the young adult sample be- 
lieved that poliomyelitis had been nearly 
brought under control. 

It must be stressed that this variable, 
perceived susceptibility, refers to the be- 
liefs of people and not to objective facts 
about incidence. It is known that be- 
havior is determined more by one’s be- 
liefs about reality than by reality itself, 
and that people vary markedly in their 
interpretations of reality. 


Perceived Seriousness 


Even when an individual feels he is 
susceptible to poliomyelitis (or believes 
that his child is), he will not act on his 
feeling unless he also believes that his 
becoming ill would have serious reper- 
cussions on his life. Here again it is 
the belief rather than the reality which 
is the important determinant of the de- 
cision. 

While the data on seriousness are not 
as clear-cut as those on susceptibility, the 
studies by the National Foundation for 
Infantile Paralysis and Merrill and his 
co-workers suggest the importance of 
this factor in determining one’s decision 
concerning vaccination. In the former 
study, it is shown that twice as many 
men aS women in a nationwide sample 
believed that poliomyelitis in adults is 
milder than in children, and half as 
many men in the sample had been vac- 
cinated. The latter study shows that~the 
over-40 age group may not see poliomye- 
litis as constituting a serious problem for 
adults, and additional data suggest that 
poliomyelitis is considered to be milder 
in adults than in children. 


Safety and Effectiveness 


One’s decision to accept vaccination for 
one’s self and one’s family is a function 
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the sting is gone! 


SIGMOL® ENEMA 


When enema therapy is indicated...specify the SIGMOL® Enema 
...Sigmol contains a harmiess, non-toxic, non-conducting solu- 
tion with no harsh, cathartic salts—thus, no burning or irritation 
of delicate rectal membranes. Non-irritating, Sodijum-free—The Sigmol 
Enema is safe for routine use even for patients on sodium-free 
regimen. Small fluid volume (120 cc.) eliminates danger of water 
Intoxication, reduces electrolyte washout and causes 70 disten- 
tion of the bowel. Comes prepackaged in a handy disposable 
container. ASK your Baxter representative about our easy 
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BAXTER 


SPECIALISTS For more effective 


USE 


electrolyte therapy 


NORMAL PLASMA ELECTROLYTE SOLUTION IN THE MOST CONVENIENT FORM FOR ROUTINE USE 


Available with or without 5% Dextrose. 
COMPARE in mEq/L: 


NORMAL 
ISOLYTE BLOOD PLASMA 

Sodium 140 140 
Potassium 10 5 
Calcium 5 5 
Magnesium 3 3 
Chloride 103 103 
Acetate 47* 

Citrate 8* 

Bicarbonate 27 


ISOLYTE contains in each 100 cc.: 

Sodium Chloride U.S.P. 0.50 Gm.; 

Potassium Chloride U.S.P. 0.075 Gm.; 
Calcium Chloride U.S.P. 0.035 Gm.; 
Magnesium Chloride Hexahydrate 0.031 Gm.; 
Sodium Acetate N.F. 0.64 Gm.*; Sodium 
Citrate U.S.P. 0.075 Gm.* 


*Bicarbonate precursors. 


ISOLYTE balanced electrolyte solution is another fine 
product of Don Baxter, Inc., the originator and still 
the most highly skilled specialists concentrating in the 


field of parenteral therapies. 


Don Baxter, Inc., offers a completely integrated 
system that assures the physician an 


armamentarium worthy of trust... 


B A xX T E e means quality in research, 
product, service and therapy. 
Since 1928. 


Sheretia difference 


DON BAXTER, INC. Research and Production Laboratories, GLENDALE 1, CALIF. 
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“THE MOST EFFECTIVE 
DRUG EVER USED”’ 


* 
before the 
“morning spin” 
sets in 


brand of meclizine hydrochloride 


to prevent vertigo, nausea, vomiting 
as m pregnancy 


BONAMINE gives more complete 
and longer-acting protection — 
often for 24 hours, with a rare in- 
cidence of untoward effects.2 In 
contrast to other agents, ‘“‘per- 
centage of patients obtaining an 
excellent response...is greater... 
Also, there are fewer therapeutic 
failures"’"—“‘at least 90 per cent of 
the patients improve under this 
medication’’2 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arterioscle- 
rosis * other geriatric conditions 
* pediatric infections = postopera- 
tive patients « opiate or other drug 
therapy © radiation therapy, Men- 
iére’s syndrome, fenestration 
procedures, labyrinthitis » motion 
sickness. 
BONAMINE Tablets, scored, tastel 
Boxes of 8, bottles of 
BONAMINE Chew 


1. McKenna, C. J.: Am. Pract. & Digest Treat. 
6:417, 1955. 2. Moyer, J. H.: M. Clin, North 
America, March, 1957, p. 405. 


*Trademark 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
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not only of the perceived likelihood of 
contracting the disease and the perceived 
seriousness of the disease should it oc- 
cur, but it is also a function of the kinds 
of beliefs one has about the safety and 
effectiveness of vaccination in reducing 
susceptibility and seriousness. 

However concerned one is with polio- 
myelitis, if he thinks the vaccine is un- 
safe or ineffective, he will not accept 
vaccination. In the three studies reviewed 
which were conducted in connection with 
the field trials of 1954, questions of 
safety and effectiveness are frequently 
mentioned as a factor limiting decisions 
to participate.*** However, in Glasser’s 
1957 study (the most recent of the sev- 
eral reviewed), it is shown that such 
fears have largely been dispelled and no 
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longer seem to be an important factor 
limiting acceptance of vaccination. It is 
certainly possible, however, that in spe- 
cific groups this factor may still be im- 
portant. 

The three variables, perceived suscep- 
tibility, perceived seriousness, and beliefs 
about vaccination, define the kinds of 
personal factors that influence a decision 
relative to vaccination. But there is rea- 
son to believe (although the authors of 
the studies reviewed do not discuss this 
point) that the decision is determined not 
only by the kind of beliefs one has but 
by other factors as well. 

Again and again the studies reviewed 
list procrastination, forgetfulness, neglect, 
apathy, carelessness, and laziness among 
the factors influencing the decision to 


vaccinate. These terms are not useful 
since they neither define a dynamic proc- 
ess nor suggest ways of overcoming the 
problem. We believe that these terms 
may be synonyms for one of two kinds 
of processes. 

Clausen’ reports data from California 
which suggest that there is a social class 
influence on behavior which is somewhat 
independent of the three beliefs described 
above. He shows that even among moth- 
ers who are generally favorable to vac- 
cination those with much education and 
married to white collar workers were 
much more likely to have their children 
vaccinated than those with little educa- 
tion and married to blue collar workers, 
The extent to which such a social class 
influence operates independently of the 
kinds of beliefs described above must 
await detailed study of that question. 

It is also possible that “procrastina- 
tion,” “apathy,” “laziness,” and the like 
reflect insufficient amounts of readiness 
to obtain poliomyelitis vaccination. 

It has been noticed that a great many 
people appear to have minimal motiva- 
tion with regard to poliomyelitis. Glasser, 
for example, reports that by and large 
“people were failing to take advantage 
of the vaccine for themselves and their 
children, not because of specific resist- 
ance to it, but rather because of lack of 
definite, positive influences which might 
direct them to a clinic or doctor’s office 
for inoculations." 

Limited data suggest that many people 
may already share the necessary beliefs, 
but not in sufficient degree. It is likely 
that those people with more than minimal 
motivation have already been vaccinated. 


SOCIAL AND SITUATIONAL FACTORS 


The personal readiness factors influ- 
ence the voluntary decision to seek vac- 
cination. However, the studies reviewed 
suggest as well that a variety of situa- 
tional and social conditions may be effec- 
tive in stimulating people to seek vac- 
cination even in the absence of appropriate 
kinds and degrees of personal readiness. 

Two components of the social and sit- 
uational factors may be identified: social 
pressure and convenience. 


Social Pressure 


Clausen, Deasy, Glasser, and Merrill’ 
all observe that vaccinated persons are 
more likely than. unvaccinated persons to 
report discussion of vaccination with 
friends, in groups such as the PTA, or 
with physicians. Despite certain difficul- 
ties in interpreting this finding, it has at 
least been demonstrated that considerably 
more communication and interaction oc- 
curs among people who have taken action 
than among those who have not. 

The individual’s decision to seek vac- 
cination may be determined by the social 
pressures applied by persons who are im- 
portant to him. Belcher’ shows that a 
greater proportion of Negroes than 
whites participated in a vaccination pro- 
gram in two Georgia communities. He 
suggests the importance of the fact that 
Negro school teachers urged the program 
among their pupils as enthusiastically as 
they could. There is even a hint that the 
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activities of some may have bordered on 
coercion. Negro ministers, both on and 
off the pulpit, urged vaccination. Public 
health physicians and nurses, presumed 
to be of fairly high status in the Negro 
community, also urged the people to seek 
vaccination. 

Data presented by Glasser suggest that 
the physician will have a highly impor- 
tant role in stimulating people to be vac- 
cinated. More than 90 percent of his 
adult sample looked to the physician as 
the principal source of information on 
poliomyelitis. Moreover, an overwhelm- 
ing majority of unvaccinated persons re- 
ported that they would seek vaccination 
if their physician recommended it, and 80 
to 90 percent of this group reported hav- 
ing a regular physician. 
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Convenience 

Included within the notion of conven- 
ience is the distance one has to travel to 
obtain vaccination, the hours at which it 
is available, the cost of vaccination, and 
the acceptability of the facilities in which 
vaccination is performed. For any indi- 
vidual with a given degree of readiness 
to be vaccinated, the ultimate decision 
will be facilitated the more convenient, 
simple, and inexpensive the action is. 

In explaining the higher participation 
rate of Negroes than of whites in the 
communities he studied, Belcher sug- 
gests the importance of the fact that vac- 
cinations were administered at and by the 
local health department, a facility more 
widely known and accepted among Ne- 


groes than whites, that vaccination was 
free, and that more school buses were 
provided to take Negro children to the 
clinic for vaccination than to take white 
children. 

Readiness and social factors may op- 
erate with a degree of independence of 
each other or they may interact. How- 
ever, when the personal readiness to seek 
vaccination is weak, we would not expect 
the individual to act unless the social 
and situational forces impinging on him 
were strong. On the other hand, when 
relevant social factors are weak or ab- 
sent, vaccinations would be sought only 
by persons with considerable personal 
readiness. 

The evidence to date suggests that, 
among the currently unvaccinated, per- 
sonal readiness to obtain poliomyelitis 
vaccination is so weak that rather strong 
social supports may be needed to modify 
their behavior in the short run. Educat- 
ing for increased personal readiness can 
probably be effective only in the long 
run. 

Obviously, the use of social forces in 
urging poliomyelitis vaccination entails 
working with local groups, often in face- 
to-face contacts. Deasy, Glasser, and 
Merrill have made this point explicitly, 
and Belcher has made it implicitly. 

Each of the studies reviewed uncov- 
ered ignorance or misinformation among 
the people interviewed, and especially 
among those who have not been vac- 
cinated. Clausen, Deasy, Glasser, Merrill, 
and Weiss show that acceptance of polio- 
myelitis vaccination is closely related to 
socioeconomic status, primarily education 
and occupation or income. The majority 
of the studies reviewed here offer evi- 
dence that the groups hardest to reach 
(the poorly educated and the nonwhite) 
will have to be approached personally 
rather than through mass means of com- 
munication. This conclusion is supported 
by research on communications _ per- 
formed on other subjects. 

In the following paragraphs, only a 
few communication studies will be men- 
tioned, although the bibliography is ex- 
tensive. The role of television can only 
be referred to; standard books on com- 
munications research do not yet include 
much on the new medium. 


COMMUNICATIONS RESEARCH 


It is known that different groups are 
differently exposed even to the most 
ubiquitous media. Lazarsfeld and Ken- 
dall” have shown that the lower educa- 
tional groups do not read newspapers, 
magazines, and books to the same extent 
as do groups with more education; they 
differ little in exposure to movies and 
radio. However, even when groups are 
exposed to the same medium, they may 
attend to and learn different things from 
the same material. 

Schramm and White” showed that with 
respect to newspaper reading, lower edu- 
cational groups tended to read news of 
crime, corruption, disaster, and sports, 
whereas the more educated tended to 
read news of public affairs, economics, 
science, and social affairs. 

Moreover, in a study performed for 
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the National Association of Science 
Writers,” it was clearly shown that the 
extent to which one could recall having 
learned any science or health information 
from newspapers, magazines, television, 
or radio was closely related to amount 
of education. Thus, of a group with less 
than high school education, more than 
one-third could recall no health or sci- 
ence information from these media, 
whereas of the group with high school 
education, only 11 percent were similarly 
unable to recall science or health infor- 
mation. At the higher educational levels, 
virtually everyone was able to recall sci- 
ence and health information from these 
sources. 

Some of the data reported in the polio- 
myelitis studies support this trend. Belcher 
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found that the nonwhites in his sample 
obtained their information on poliomye- 
litis and vaccination from personal 
sources (teachers, children, public health 
officials), while whites tended to get their 
information through impersonal sources. 
Similarly, Deasy showed that while all 
women in her sample had been exposed 
to an identical brochure, which had been 
brought home by their children, on the 
1954 field trials, and while practically all 
women in the sample had been exposed 
to daily papers which were featuring in- 
tensive coverage of the field trials, the 
women differed in knowledge and accept- 
ance of the program, acceptance being 
associated with amount of education. 
Katz and Lazarsfeld” report that peo- 
ple who are reached by educational pro- 


grams through the mass media are very 
largely those who do not need the educa- 
tion. Those who do need the education 
tend to stay away. In their words, “Those 
groups which are most hopefully regard- 
ed as the target of the communication 
are often least likely to be in the audi- 
ence. Thus, educational programs .. , 
are very unlikely to reach the uneducat- 
ed; and goodwill programs are least 
likely to reach those who are prejudiced 
against another group.”"™ 

It is not to be denied that the mass 
media have, and always have had, an im- 
portant role in communication. However, 
the poliomyelitis and communication 
studies reviewed here suggest that the 
assets and liabilities of the traditional 
approach should be considered in the light 
of the particular needs that face us in 
attempting to reach the lower income 
family, the family with little formal edu- 
cation, and the nonwhite family. 

In this context, Merrill and his co- 
workers, in discussing people who have 
little money and little formal education, 
have said, “It appears that there is need 
for a change in target and methods if we 
are to reach this group effectively with 
health education.” 

In a similar vein, Glasser states, “In- 
formal communication—getting people to 
talk about vaccination—would appear to 
be the most direct method of accelerat- 
in the vaccination program.”* 


SUMMARY 


A person’s beliefs about his suscepti- 
bility to poliomyelitis, about the severity 
of the disease, and about vaccination 
comprise the major components of his 
readiness to take action. On the other 
hand, social forces, including factors of 
pressure and convenience, are important 
in guiding the decision to be vaccinated 
or not. 

The data reported tend to suggest that 
social class membership may affect deci- 
sions to be vaccinated and that personal 
readiness for poliomyelitis vaccination 
may be weak in those who are currently 
incompletely vaccinated. If this is so, 
the social factors would have to be 
stressed in order to insure more wide- 
spread acceptance of vaccination. 

In considering the approaches that may 
be made to reach groups in an attempt 
to stimulate greater acceptance of vac- 
cination, one 1s struck with certain seri- 
ous limitations of the traditional approach 
of mass media of communication. It 
would appear that personal contacts with 
members of the so-called hard-to-reach 
groups may be required to stimulate in- 
creased acceptance of poliomyelitis vac- 
cination. 
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Arthropod-borne 
encephalitis 
in the U.S.A.* 


Alan W. Donaldson, Sc.D.+ 


In the United States there are three 
arthropod-transmitted viral encephalitides 
of primary importance—western equine 
encephalitis, eastern equine encephalitis, 
and St. Louis encephalitis. In addition, 
there is a distinct possibility that other 
as yet uncharacterized or unknown types 
may occur. When countries other than 
our own are considered, a variety of dis- 
eases must be added, including Venezuelan 
equine encephalitis, Japanese B encephali- 
tis, Murray Valley encephalitis, louping- 
ill, and Russian spring-summer encephali- 
tis, along with a substantial number of 
viruses whose specific relationship to hu- 
man disease has not yet been definitely 
established.» When considered all togeth- 
er, therefore, sheer numbers of viruses 
and the diseases they cause make the 
arthropod-borne encephalitides a complex 
and somewhat formidable subject. This 
complexity is compounded further by the 
fact that, like many other insect-borne 
infections, the epidemiology of these en- 
cephalitides is singularly involved. Thus, 
in attempting to determine and under- 
stand the factors which permit the main- 
tenance of these viruses in nature and 
allow their transmission to man, we must 
consider not only the host-parasite rela- 
tionships between man and virus but also 
the relationships which exist between vi- 
rus and vector and between the vector 
and man. 

The complete story for any one of the 
arthropod-borne encephalitides cannot yet 
be told, although research studies by in- 
vestigators both in this country and 
abroad are adding increasingly to our 
understanding of these infections. Rather 
than attempt a detailed report of these 
research activities it seems more appro- 
priate to take an over-all look at the en- 
cephalitides paramount in the United 
States today, considering three major 
questions: what is the problem; in terms 
of the problem, what are the needs; and, 
finally, what should be our approach at 
federal, state, and local levels? 


*Reprinted by permission from The American 
Journal of Public Health, October 1958. 

+Dr. Donaldson is assistant chief, Communi- 
cable Disease Center, Public Health Service, 
U. S. Department of Health, Education, and 
Welfare, Atlanta, Ga. 

This paper was presented before a Joint 
Session of the Conference of Municipal Engi- 
neers, the Conference of State Sanitary En- 
gineers, the Inter-American Association of 
Sanitary Engineering, and the Engineering 
and Sanitation Section of the American Public 
Health Association at the Eighty-Fifth Annual 
Meeting in Cleveland, Ohio, November 15, 
1957. 
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THE PROBLEM 


How important are the arthropod- 
borne encephalitides? The public health, 
importance of any disease may be meas- 
ured by several yardsticks—the clinical 
severity of the disease, the extent to 
which the country is involved, and the 
frequency of occurrence in the popula- 
tion. 

In this country the three types of 
arthropod-borne encephalitis viruses pro- 
duce acute infllammatory diseases of 
short duration, involving parts of the 
brain, spinal cord, and meninges.’ The 
signs and symptoms of infection with 
arthropod-borne encephalitis run the en- 
tire gamut from a clinically inapparent 
infection, through a mild nonspecific syn- 
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drome of headache, fever, and malaise, 
to the fatal case with steady progression 
from headache, fever, and stiff neck up 
to lethargy or confusion, stupor, coma, 
and death. In most cases, recovery is 
complete, but some individuals, particu- 
larly young children, may be left with 
sequelae of mental retardation, convulsive 
seizures, spasticity, or milder evidence of 
neurologic damage. Mortality in appar- 
ent infections ranges from 5 to 75 per 
cent and is highest in infants and the 
aged. No specific treatment is known for 
any of them. 

With regard to distribution, the three 
infections are endemic in a number of 
areas.” Western equine encephalitis oc- 
curs in all of the states west of the Mis- 


sissippi River and extends eastward into 
Wisconsin and Illinois; in addition, iso- 
lated occurrences have been reported in 
Michigan, Kentucky, Tennessee, Ala- 
bama, North Carolina, New Jersey, and 
Rhode Island. St. Louis encephalitis has 
a similar distribution west of the Missis- 
sippi River with important extensions 
eastward into Illinois, Indiana, Ohio, 
Kentucky, and Tennessee. Eastern equine 
encephalitis, the rarest of the three, oc- 
curs principally along the Atlantic and 
Gulf States from Massachusetts to 
Texas with isolated occurrences reported 
in Tennessee, Wisconsin, Michigan, Kan- 
sas, and Missouri. Taking all three types 
together, a distribution map would in- 
volve essentially the entire country with 
the exception of northern New England. 
Even in those states it is possible that 
virus activity might be demonstrated in 
reservoir hosts. In 1956 alone, these virus 
infections were demonstrated conclusive- 
ly in 25 states in man and horses, in 
their natural reservoir in wild birds, 
and/or in the various species of mos- 
quitoes which transmit them, and in all 
but eight or nine of the remaining states 
there was strong presumptive evidence 
of the presence of at least one of these 
viruses. In 1957 so far, virus activity 
has been demonstrated conclusively in at 
least ten states and presumptively in at 
least nine of the remaining states. 


By two of the measures, then, these 
diseases may be considered important— 
for they can cause serious illness, some- 
times fatal, sometimes with permanent 
sequelae, and they are widely distributed 
in this country. But how many people 
are affected? It is important to empha- 
size here that part of our problem lies in 
defining the prevalence of these diseases 
accurately. The arthropod-borne enceph- 
alitides are indistinguishable clinically 
from other types of encephalitis. Differ- 
entiation from nonparalytic poliomyelitis, 
postinfection encephalitis following 
measles or mumps, postvaccinal enceph- 
alitis, and other encephalitides of viral or 
undetermined etiology frequently can be 
made only by careful observations backed 
up by laboratory confirmations. Up to 
now, these laboratory confirmations have 
not been obtained for the majority of 
cases (except in connection with special 
studies in limited areas) so that our na- 
tionally reported cases of arthropod- 
borne encephalitis are included along with 
all the others under the heading “acute 
infectious encephalitis,” with no differen- 
tiation attempted as to etiologic agent. 
Thus, the NOVS reported figures of ap- 
proximately 2,000 or more cases of acute 
infectious encephalitis each year since 
1952 give no real indication of the oc- 
currence of the arthropod-borne types. 
Equally important in trying to interpret 
the nationally reported cases of acute 1n- 
fectious encephalitis is the factor of un- 
derreporting and nonreporting of mild 
or inapparent infections with the arthro- 
pod-borne types. 

Since 1955 the Communicable Disease 
Center, through its Encephalitis Surveil- 
lance Program, has been attempting to 
define more sharply the occurrence of 
these three diseases in this country by 
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contacting state and territorial health 
departments to verify further and add 
pertinent information to data collected 
from the reports of NOVS and from 
other sources. In addition, medical and 
veterinary laboratories performing diag- 
nostic tests for the viral encephalitides 
have been requested to furnish any in- 
formation they might have. Informa- 
tion obtained in this program is made 
available to interested persons in peri- 
odic Encephalitis Surveillance Reports. 
In 1955 it was obvious that the 
arthropod-borne encephalitides were not 
in undue prevalence in the United States. 
Eastern equine encephalitis occurred 
sporadically in man but widely in horses 
and pheasants throughout the Atlantic 
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and Gulf States. St. Louis encephalitis 
occurred in epidemic form in two areas 
of the country, the larger occurrence be- 
ing in the lower Ohio River Valley— 
constituting an extension of distribution 
near areas where it had been previously 
recognized. The reported prevalence of 
western equine encephalitis was mark- 
edly diminished during the year as evi- 
denced by the paucity of cases in man 
and horses. 

There was considerable variation in 
the prevalence of these diseases in 1956. 
Eastern equine encephalitis returned in 
typically miniature epidemic form in 
southeastern Massachusetts, where only 
12 cases occurred although eight of these 
were fatal. Although the disease was 


wide in occurrence in horses and pheas- 
ants up and down the Atlantic and Gulf 
Coast from Massachusetts to Louisiana, 
only three other human cases were ree 
ported—in Maryland and Delaware 
Western equine encephalitis again af- 
fected man in a sparse and sporadie 
fashion, but accumulated information op 
the distribution of virus activity dem- 
onstrated its presence and therefore its 
continuing threat to the irrigated areas 
of the West. There were a number of 
endemic foci of St. Louis encephalitis, 
the largest being in the high plains of 
Texas and a large urban epidemic in 
Louisville, Ky. 

To date, 1957 has been relatively light 
for all three types. Confirmed activity 
of eastern equine encephalitis occurred 
only in Gulf States although serological 
testing may have revealed a few animal 
infections in Massachusetts. Western 
equine encephalitis appeared sporadically 
in the Mountain States, California, 
Texas, and North Dakota, while Denver, 
Colo., and Cache Valley, Utah, both had 
fairly heavy virus activity. St. Louis 
encephalitis occurred in Texas in the 
one major outbreak known to us so far, 
but virus activity was noted in Florida, 
Kentucky, Colorado, and California. 
Final reports, including laboratory data, 
have not been received from many of 
the states so that the total over-all pic- 
ture for the current year cannot be 
accurately determined at this time. 

Even with the most liberal interpreta- 
tion of the data available, it is obvious 
that the cases of arthropod-borne en- 
cephalitis cannot compare numerically 
with many of the other communicable 
diseases. Still, from the standpoint of 
health departments in the areas where 
they occur, these three infections have 
a rather special significance. The very 
nature of the disease with its greatest 
severity in children, the somewhat fright- 
ening terminology of “sleeping sickness” 
commonly employed by the press, the 
often explosive nature of an outbreak or 
epidemic, and the general lack of knowl- 
edge in the population-at-large concern- 
ing these infections, all result in a public 
clamor that “something be done” when 
cases occur. Whether it is right or 
wrong is not for me to argue at this 
time, but the fact remains that one death 
from encephalitis in a community will 
result in a far greater disturbance and 
public outcry than the ghastly total of 

deaths from week-end accidents on the 
highways. This means pressures, some- 
times unwarranted, on health agencies— 
federal, state, and local. Another aspect 
of importance which must be involved in 
program planning of health departments 
in endemic areas is the continuing po- 
tential threat of epidemics. Since the 
classic epidemic in St. Louis in 1933, 
there have been at least 20 recognizable 
outbreaks of one of these diseases— 
usually with no advance warning. 
Although opinion may vary as to the 
relative public health importance of these 
three infections in comparison with other 
communicable diseases, we can state al- 
most unequivocally that at present they 
are the most important vector-borne 
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diseases in this country. So let us con- 
sider some of the other aspects of the 
problem. 

One of these has been referred to 
earlier, namely, that the epidemiology of 
these infections is complex and variable 
—probably the most complicated of any 
of the insect-borne diseases—and a num- 
ber of factors remain to be fully eluci- 
dated. Basically, the arthropod-borne 
encephalitides in this country appear to 
be infections (usually inapparent) of 
wild birds with transmission from bird 
to bird being accomplished primarily by 
certain species of mosquitoes.” * Under 
certain conditions—whatever these may 
be —this bird-mosquito-bird cycle is 
broadened to permit the virus to spill 
over into the human and domestic ani- 
mal populations. Although a number of 
species of mosquitoes have been found 
either naturally infected or susceptible to 
experimental infection in the labora- 
tory,” ° evidence is strong that in the 
western and west central United States, 
Culex tarsalis is the principal vector of 
western equine encephalitis and St. Louis 
encephalitis, while in the central United 
States, St. Louis encephalitis appears to 
be transmitted by members of the Culex 
pipiens-quinquefasciatus complex, par- 
ticularly in urban situations. Although 
Culiseta melanura is a strong suspect as 
the vector of eastern equine encephalitis, 
at least in terms of the bird-mosquito- 
bird cycle in nature, the primary vector 
of the eastern type to man and horses 
remains to be determined. 


There are certain other things we do 
know, or about which we can make edu- 
cated guesses. In the first place, both 
man and the horse appear to be “dead- 
end” hosts in terms of maintaining the 
cycle. Viremia in both is apparently so 
low as to prevent mosquitoes which feed 
on them from becoming infected.” Sec- 
ond, even though certain species of mos- 
quitoes can be easily infected in the 
laboratory under experimental conditions, 
these species are not considered to be im- 
portant in the natural cycle because of 
their host-preferences for feeding.’ In 
other words, a mosquito which does not 
feed on birds could hardly be an im- 
portant link, either in maintaining the 
infection in birds or in transmitting it to 
man. Mosquitoes which feed solely on 
birds may serve to maintain the infection 
in the birds but would not be involved 
in transmitting it to man or horses. It 
appears likely that for the arthropod- 
borne encephalitides, as for malaria, we 
shall be justified in considering species 
control rather than all-out mosquito con- 
trol. 

Beyond the issue of the primary vec- 
tors, many intriguing questions remain 
to be answered about the natural history 
of these infections. Either virus of -one 
type or another has been isolated from a 
large number of species of wild birds 
or serological tests have indicated its 
presence, and yet we cannot state cate- 
gorically that one or the other of these 
birds is the principal reservoir for a 
given virus. How is the cycle reestab- 
lished each summer—by overwintering 
of the virus in either the mosquito or 
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the reservoir or both, or by its reintro- 
duction into this country in migrating 
birds? Can the virus remain latent in 
birds for substantial periods of time, 
only to be reactivated by some type of 
stress? Is the pattern of survival of the 
virus in nature the same or different for 
all three encephalitis viruses—or even 
for the same virus in different parts of 
the country? 

Another major aspect of the over-all 
problem is one already mentioned—that 
of a definitive diagnosis based on labora- 
tory tests. This has been—and to a 
certain extent, still is—the primary bot- 
tleneck in the appraisal of the public 
health significance of these diseases, in 
the carrying on of field epidemiological 
studies of the types just mentioned, in 
the adequate investigation of epidemic 
situations, and in the careful evaluation 
of control measures in terms of their 
effect on virus activity in a given area. 
The difficulty involves the complexity 
and expense of currently available diag- 
nostic methods. Fortunately, more and 
more state health department labora- 
tories are undertaking to provide viro- 
logical diagnostic services so that ulti- 
mately laboratory coverage should be- 
come available to essentially all endemic 
areas instead of a selected few. 

Another element which must be con- 
sidered in the over-all situation is the 
rapid expansion of irrigation practices 


in connection with the water resources 
development program of the federal gov- 
ernment. If preventive measures are not 
incorporated into the irrigation projects, 
the flooding of large acreages will in- 
evitably lead to increased mosquito pro- 
duction in many of these projects. In 
areas of the West and Midwest this 
means vastly increased production of 
Culex tarsalis, currently accepted as be- 
ing the most important vector of both 
western equine encephalitis and St. Louis 
encephalitis in this part of the country. 
Consideration must also be given to the 
development of resistance to insecticides 
by a number of arthropods of public 
health importance. Included in the list 
of some 40-odd species of insects of 
public health importance reported to be 
resistant to one or more insecticides are 
19 species of mosquitoes.’ Of these, 
both Culex pipiens and Culex tarsalis 
are known to be resistant in certain 
areas of the United States. The tre- 
mendous increase in suburban living, 
along with greater participation by in- 
creasing numbers of people in outdoor 
recreational activities, may bring certain 
elements of our population into closer 
contact with ecological situations which 
favor the transmission of the viruses 
from the natural reservoirs over to man. 


THE NEED 
Many of the needs become almost self- 


evident in an expression of the problem 
and a listing of all things which need to 
be done would assume considerable mag- 
nitude. For purposes of discussion, there- 
fore, it is convenient to group these 
needs into four major categories. 
Continuing Appraisal of the True 
Public Health Importance of the Ar- 
thropod-Borne _Encephalitides—Without 
accurate and current morbidity and mor- 
tality data classified etiologically, with- 
out complete knowledge of the geo- 
graphic distribution of the etiologic 
agents, without reliable measures of 
levels of endemicity, a clear-cut explana- 
tion of the present public health impor- 
tance of the arthropod-borne encepha- 
litides in this country is not possible. 
This has definite implications in terms 
of program planning and funding, and 
in the long-range appraisal of the effec- 
tiveness of control activities which might 
be employed. Information of the fol- 
lowing types should be obtained and 
appropriate portions maintained on as 
current a basis as possible: morbidity 
and mortality data nationally and by 
state and region, for human beings and 
animals, for all three types of virus; 
extent and significance of acute illness; 
extent and significance of sequelae from 
both apparent and inapparent infec- 
tions; economic implications in terms of 
human illness and effect on domestic 
animals and birds; and the relationship 
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of these diseases to nonhealth programs 
and activities such as water resources 
development projects, recreational areas, 
and agricultural pursuits. 

Comprehensive Understanding of Epi- 
demiology—Although studies in recent 
years have clarified some of the factors 
involved in the complicated epidemiol- 
ogy of these encephalitides, much of the 
detailed work has been restricted to rela- 
tively limited areas. We recognize that 
all assumptions which might apply to 
these areas cannot simply be extended 
to other areas where adequate epidemio- 
logical studies have not been made. Our 
ability to develop and establish effective 
control measures and to reasonably pre- 
dict the occurrence of epidemics of any 
one of the three viruses in this country 
will depend upon the clarification of epi- 
demiological factors on a broader geo- 
graphical basis. For each of the viruses, 
then, this would involve a definition of 
principal and secondary vectors from 
bird to bird and from bird to man and 
animal, qualitative and quantitative vec- 
tor studies, qualitative and quantitative 
reservoir studies, detailed studies on en- 
demic situations, and complete character- 
ization of epidemics and outbreaks in- 
cluding a determination of the factors 
contributing to such situations. 

Improved Diagnostic Tools, Proce- 
dures, and Resources—Adequate and ac- 


curate laboratory services are essential 
to almost every aspect of an encephalitis 
program, regardless of the level at which 
it is carried on, both to determine the 
presence and type of encephalitis virus 
and to differentiate arthropod-borne en- 
cephalitides from other clinically similar 
diseases. Laboratory diagnostic facilities 
for the encephalitides have been rela- 
tively limited in the country at large, 
especially for detailed studies. Certain 
of the currently employed tests are com- 
plicated, expensive, time-consuming, and, 
in some cases, require reagents which 
are not readily available. Serological 
response to infection and the persistence 
of antibodies have not been adequately 
evaluated. There is need, therefore, for 
the development, improvement, and evalu- 
ation of diagnostic tools and methods, 
both for virus isolation and for serologi- 
cal determinations; appropriate reagents 
must be standardized and made avail- 
able; technics suitable for mass surveys 
would be very helpful. 

Development of Effective and Practi- 
cal Methods of Control—Although mos- 
quito control is accepted generally as a 
logical approach to the control of en- 
cephalitis, important limitations and de- 
ficiencies in our knowledge preclude the 
current, wide-scale application of this 
measure. Although certain aspects of 
conventional and proved methods of in- 


sect control for vectors of other diseases 
may be applicable, varying ecological 
characteristics of the vectors of enceph- 
alitis certainly will require the develop- 
ment and testing of additional technics, 
It may be that to be practical and effec- 
tive, different vector control procedures 
will have to be used in different parts 
of the country, and these may vary under 
endemic and epidemic conditions. Con- 
trol methods directed toward other than 
the mosquito vector must also be con- 
sidered, tested, and evaluated. These 
would include such things as the evalua- 
tion of the feasibility and desirability 
of protection by immunization of man, 
particularly for selected populations at 
high risk, and the determination of pos- 
sible control effects directed toward the 
reservoir hosts. 


THE APPROACH 


What activities should be carried on 
at federal, state, and local levels to meet 
these needs? Obviously some of the 
activities should be carried on at all 
three levels; others are perhaps more 
appropriate for one or the other. 

In regard to the appraisal of the pub- 
lic health importance of the encepha- 
litides, it seems quite fitting that the 
federal government should maintain an 
over-all national surveillance program 
related to these diseases. This ‘is being 
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done at present by the Communicable 
Disease Center and will be continued 
and strengthened where possible. In ad- 
dition, it would be highly desirable for 
individual states in endemic areas to 
establish programs comparable to the 
excellent one of California and others 
being undertaken by some of the states in 
the lower Ohio River Valley. Investiga- 
tions of epidemic situations appropriately 
are carried on at the state and local 
level — most successfully, we believe, 
when a team approach is used, involv- 
ing physicians, veterinarians, entomolo- 
gists, and engineers, all backed up with 
adequate laboratory support. In certain 
instances, assistance may be provided 
from federal agencies. 

Detailed epidemiological studies of 
the types outlined above frequently can- 
not be supported at state or local levels, 
especially if they are established on a 
long-term basis. Investigative programs 
of the types carried out at some of the 
field stations of the Communicable Dis- 
ease Center provide one mechanism for 
obtaining this type of information. Spe- 
cial studies by university groups repre- 
sent another. However, there are nu- 
merous epidemiological studies which 
can and should be carried on at the state 
level, and at times, even at the local level. 
One of the important studies of this type 
is a continuing observation of mosquito 
populations with particular attention 


being directed to unusual build-up of a 
known vector population. With infor- 
mation of this type supplemented by 
evidence of virus activity, it may be pos- 
sible to predict and to take measures to 
avert epidemic situations. 

The investigative activities indicated 
in the field of evaluating and improving 
diagnostic methods can be carried on at 
both federal and state levels, particularly 
as the state health department labora- 
tories take on and broaden their viro- 
logical service. 

Control operations are primarily a 
responsibility of the state and _ local 
agencies, although the Communicable 
Disease Center will provide technical ad- 
vice and consultation and even emergency 
aid upon request. In connection with 
control activities—and this applies equal- 
ly to investigations—a well informed 
public is almost a necessity. In a recent 
conference on St. Louis encephalitis, an 
engineer representing one of the Ohio 
River Valley states emphasized that ef- 
fective mosquito control involves long- 
term preventive measures and that these 
must be supported by the local com- 
munity. Although the fundamental work 
for the development of safe and effective 
vaccines might well be considered a 
project for federal or university research 
teams, the application of this tool would 
again be a primary responsibility of state 
and local health agencies. The same 


philosophy would apply either to control 
measures directed toward the reservoirs 
or to control measures which involve 
some other modification of the environ- 
ment to achieve a disturbance of the 
ecological balance of these viruses. 


CONCLUSION 


The arthropod-borne encephalitides in 
this country are of sufficient public 
health importance to merit serious con- 
sideration. Further, there is every rea- 
son to believe that, provided with the 
necessary epidemiological information, 
effective and practical control methods 
can be developed for these diseases as 
they have been for malaria, typhus, and 
other arthropod-transmitted infections. 
Those who are acquainted with Reeves’s 
presentation seven years ago on. this 
same subject will have recognized in this 
discussion many of the ideas and phi- 
losophies which he expressed at that 
time.” Although the excellent work of 
Reeves and his group in California, the 
studies of our Public Health Service 
personnel, and the activities of state and 
local people have all added to our knowl- 
edge during these seven years, Reeves’s 
basic recommendations still hold good 
now as they did then and I can do no 
better than reiterate them: (1) evaluate 
your problem; (2) if a problem exists, 
learn all you can for your area; (3) in 
terms of your own situation, do what is 
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indicated in the way of prevention and 
control; and (4) educate the public. 
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Seventy 
newly recognized 
viruses in man* 


Robert J. Huebner, M.D.+ 


The 1948 textbook, Virus and Rick- 
ettsial Diseases of Man (Rivers), listed 
approximately 60 viruses which were 
known to infect man. Two-thirds of 
these agents were animal or arthropod 
agents which involve man only secondar- 
ily. Truly human viruses (that is, para- 
sites specific for man and dependent on 
him for maintenance of their parasitic 


*Reprinted from Public Health Reports, Jan- 
uary 1959, 

7Dr. Huebner is chief of the Laboratory of 
Infectious Diseases, National Institute of Al- 
lergy and Infectious Diseases of the Public 
Health Service. This article is a condensation 
of a paper presented for the Institute of Mi- 
crobiology, Rutgers University, in a symposium 
sponsored by Gustav Stern, president of Hartz 
Mountain Products, in honor of the late Dr. 
F. R. Beaudette, who was chairman of the de- 
partment of animal pathology, Rutgers Univer- 
sity College of Agriculture. It is printed with 
permission of Rutgers and John Wiley and 
Sons, Inc., publisher of the book in which the 
full version of the paper appears, Perspectives 
in Virology, edited by Morris Pollard. 


cycle) recognized in 1948 numbered a 
mere 20, of which only 9 were estab- 
lished in the laboratory. Ten years later, 
in 1958, 70 additional, specifically human 
viruses have been established and studied 
in the laboratory. 

The newly recognized agents are not 
only numerous but exceedingly prevalent, 
and in intensely populated urban areas it 
appears that most humans at one time or 
another experience most of them. Unlike 
the viral diseases of man _ transmitted 
from other species, these common viruses 
tend to be milder in their pathogenic ac- 
tivity and only very rarely fatal. This 
mildness is not unexpected, since they are 
dependent on man, their natural host, for 
the perpetuation of their parasitic exist- 
ence. Many animal and arthropod viruses 
which quickly lay the human low produce 
extremely mild effects in their natural 
hosts. 

The following is the current box score 
of newly recognized viruses (1958), in- 
cluding polioviruses. For purposes of 
discussion, the viruses are divided into 
the enteroviruses and the respiratory 
tract viruses. This is an arbitrary sep- 
aration, based on the sites in which the 
viruses are commonly demonstrated. 
However, most of the enteroviruses can 
and do occur in the pharynx, at least 
during the brief, early stages of infec- 
tion. Similarly, some of the respiratory 
tract viruses, particularly the adeno- 
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viruses, can be demonstrated in the in- 


named influenza D, was first reported by 


Viral serotypes incrimi- 


‘ testinal tract. One might consider as Kuroya and associates in 1953. Other Disease nated, 1958 

a newly recognized the newer influenzal new myxoviruses, the croup-associated Herpangina 

, strains of type A and type B. Influenza (CA) virus, the hemadsorption viruses (vesicular 

° C, measles, chickenpox, and herpes zoster (HA), the respiratory syncytial virus, or pharyngitis) ...Coxsackie group A 2, 

d have only recently been established in chimpanzee coryza agent (CCA), the 4, 5, 6, 8, 10 (prob- 
laboratory systems. salivary gland virus (SGV), and JH ably 3) 

t and 2060 viruses, have all been reported Epidemic 

‘ Enteroviruses since 1955 by Chanock, Smith, Rowe, pleurodynia 

t Coxsackie : Number Weller, Price, Pelon, Mogabgab, and (Bornholm 

: Group A 19 their co-workers. The HA viruses were disease) .......... ..Coxsackie group B 1, 

: Group B 5 reported by our laboratory only this year. 2, 3, 4.5 

l ECHO 20 Aseptic 

; Respiratory tract viruses CLINICAL ILLNESSES meningitis 

Adenoviruses 18 Fifteen clinically and epidemiologically (nonbacterial 


New myxoviruses (Sendai, croup as- 
sociated, hemadsorption, types 1 and 


distinguishable entities attributable to the 
newly recognized viruses are listed in the 


meningitis)? ...Coxsackie group A 7, 
9; group B 1, 2, 3, 4, 


2) : : ; 4 tabulations that follow. When the more 5; ECHO 4, 6, 9, 
Other viruses (salivary gland virus, specific signs and symptoms are not pro- i ss (14) 
JH, 2060, respiratory syncytial)........ 4 duced, the illnesses are generally lumped Epidemic 
—~ under such nonspecific terms as “common exanthemata 
70 cold,” “virus infection,” “fever of unde- aes 
The first representatives of the Cox- (“meningo- 
sackie viruses were reported by Dalldorf be called Wa encephalitis 
and Sickles in 1948. Subsequently, agents months “febril ide hale with rash”) ....ECHO 9, 16 
isolated in tissue culture, called orphan Myocarditis 
viruses by Melnick, and enteric viruses neonatorum 


by Sabin, Hammond, and Enders, were 
gathered together in 1955 into a group 


Enteroviruses 
Five clinically distinct entities, namely, 


(acute aseptic 
myocarditis) ....Coxsackie group B 3,4 


now known as the ECHO viruses. The herpangina, epidemic pleurodynia, aseptic Acute febrile . 

first adenoviruses were reported toward meningitis, epidemic exanthemata, and respiratory 

the end of 1953 and early 1954 by Rowe myocarditis neonatorum, now well estab- illnesses 

and his co-workers and by Hilleman and lished as Coxsackie and ECHO viral dis- (“summer 

his co-workers. The Sendai virus, or the eases, are listed below together with gripge )* ss. Many of the new vi- 
hemagglutinating virus of Japan, recently acute summer respiratory illnesses. ruses. 
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Not only can certain virus types cause 
different clinical illnesses, but it is also 
apparent that the same clinical illness, 
such as aseptic meningitis, can be caused 
by a number of distinct virus types. Dou- 
ble and even triple simultaneous virus in- 
fections add to the complexity of the 
clinical aspects of these viruses. 


Adenoviruses 


At least six distinct entities are cur- 
rently attributable to adenovirus infec- 
tiens. They are the following: 


Adenovirus types 


implicated 
Most Less com- 
Disease commonly nionly 

Acute respiratory 

4,7 3, 14 
Pharyngoconjunc- 

tival fever .......... £25614 
Acute febrile 

pharyngitis Laws 
Follicular 

conjunctivitis 3, 7a 2, 6, 9, 10 
Epidemic kerato- 

conjunctivitis....... 
Virus pneumonia : 

7a 

4,7 3 


1Classic cases. 
2Mild cases. 


The first clinical illness shown to be 
caused by adenoviruses was acute re- 
spiratory disease (ARD). This common 
epidemic disease of military recruits is 
caused most frequently by types 4 and 7. 
These serotypes rarely occur in children 
in the United States. Most adults even- 
tually develop antibodies to types 4 and 7. 

Pharyngoconjunctival fever (PCF) oc- 
curs in children in any month. It is fre- 
quently associated with swimming pools 
and camps. Attributed chiefly to sero- 
types 3 and 7a, it occurs only sporadically 
in adults. Many if not most adults have 
antibodies to these serotypes. 

The most common manifestation of 
adenoviruses is acute febrile pharyngitis 
due to types 1, 2, 3, and 5 in infants and 
young children. Most are infected with 
types 1 and 2, it would appear, prior to 
entering grade school. These febrile ill- 
nesses are much more common in cold 
seasons. They are quite similar to 
pharyngoconjunctival fever, except that 
conjunctival inflammation is rare. Com- 
mon follicular conjunctivitis without fe- 
ver, due to adenoviruses, is seldom epi- 
demic. It is observed most often in 
adults, since in children adenoviruses 
tend to produce fever, in which case the 
illness would more properly be called 
pharyngoconjunctival fever. 

Epidemic keratoconjunctivitis (EKC) 
appears to be most commonly caused by 
type 8 adenovirus. It occurred chiefly in 


industrial areas during World War II. 
EKC is prevalent in Japan and has re- 
cently been observed in Scotland and in 
continental Europe. When type 8 iifec- 
tions are observed in children, as in 
Japan, the illness tends to resemble phar- 
yngoconjunctival fever; in adults, the in- 
fection usually results in classic afebrile 
keratoconjunctivitis. 

Other adenoviruses (types 3 and 7a) 
can also on occasion cause mild keratitis 
expressed as subepithelial opacities which, 
according to Thygeson, are distinguish- 
able from the severe and prolonged 
classic EKC, which not infrequently is 
followed by permanent corneal damage. 

Primary atypical pneumonia without 
cold agglutinins was found associated 
with adenovirus infections, chiefly type 4, 
by Hilleman and Werner. This illness is 
invariably associated with outbreaks of 
ARD. Virus pneumonia in infancy is the 
most recent illness shown to be caused 
by adenoviruses. Type 7a was demon- 
strated repeatedly during an epidemic of 
virus pneumonia in infants in Paris, 
1955-56. The findings in fatal cases re- 
sembled very closely an unusual pneu- 
monia described by Goodpasture in 1938, 
which featured intranuclear inclusions 
quite similar to those produced by adeno- 
viruses in cells grown in tissue culture. 
Types 1 and 3 have also been found in 
the tissues of infants dying from pneu- 
monia in this country. 


‘The mmproved analog of 
chlorothiazide you have 
been hearing about is a 
product CIBA 


(hydrochlorothiazide CIBA) 


for edema and hypertension 


2 


Journat A.O.A. 


‘ 


As illustrated in the tabulation, certain 
adenoviruses can also cause clinically dif- 
ferent illnesses, and the same illness may 
have multiple adenovirus causes. 


Mysxoviruses 

The myxoviruses, particularly influen- 
za, mumps, and Newcastle, are probably 
the most intensively studied of the animal 
viruses. In recent years, however, new 
human myxoviruses have been found, 
with properties differentiating them from 
the older varieties. In 1955, outbreaks of 
infant pneumonitis were associated with 
a new myxovirus called Sendai virus, iso- 
lated so far, only in Sendai, Japan, and 
in Vladivostok, Russia. However, sero- 
logic reactions to Sendai virus in this 
country, England, and elsewhere, suggest 
that Sendai virus or an immunologically 
related virus was causing prevalent in- 
fections. 

In 1954, Chanock reported a croup- 
associated virus. When propagated in 
monkey kidney tissue culture, CA virus 
revealed minor serologic relationships to 
mumps and to Sendai virus. The hemad- 
sorption myxoviruses types 1 and 2, dis- 
covered not many months ago by Cha- 
nock and others of my associates at the 
National Institutes of Health, in collab- 
oration with Dr. Robert Parrott, physi- 
cian-in-chief, Children’s Hospital, Wash- 
ington, D.C., are also isolated in monkey 
kidney tissue cultures, but they require 
the new hemadsorption technique, de- 
scribed by Vogel and Shelokov, for their 
demonstration. These agents appear to be 
responsible for a significant amount of 
acute febrile respiratory illness in chil- 
dren in urban areas. 

Our recent hospital clinic studies, done 
in collaboration with Children’s Hospital, 
Washington, D. C., and the District of 
Columbia Welfare Department, indicate 
that types 1 and 2 hemadsorption viruses 
were responsible for. as much as 25 per- 
cent of the influenza-like illnesses ob- 
served during recent months in children. 
Retrospective studies indicate that the 
hemadsorption viruses may have been re- 
sponsible for a relatively high proportion 
of respiratory illnesses in children, at 
least since 1953, and may have caused in 
military recruits a proportion of acute 
respiratory disease not accounted for by 
the streptococci, influenza virus, or the 
adenoviruses. The following shows the 
illnesses associated with newly recognized 
myxoviruses and other respiratory tract 
diseases : 

Acute laryngo- 

tracheobronchi- 

tis (croup) ........ CA, HA type 2 
Pneumonitis in 

infants and 

children .............. Sendai (influenza D), 

CCA, HA type 1 
Mild respiratory 

illness (com- 

mon cold, 

coryza, naso- 

pharyngitis) ...... JH, 2060, CCA 
Acute febrile 


respiratory 
illnesses .............. Sendai, CA, HA types 
1 and 2 
Cytomegalic 
inclusion 
Salivary gland virus 
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Chanock and associates showed a tem- 
poral association of the new respiratory 
syncytial virus with such pneumonitis in 
infants and children. This virus was 
shown to be identical with the chimpan- 
zee coryza agent (CCA) reported earlier 
by Morris and associates. This virus, like 
the croup-associated virus, appears to oc- 
cur in sharply localized epidemics. 

Two viruses with similar properties, 
JH virus and 2060 virus, were reported 
almost simultaneously from two separate 
laboratories, in association with mild re- 
spiratory illnesses with very low-grade 
fever. Subsequently, Price has reported 
protection against an outbreak of mild 
respiratory disease in children with a 
vaccine prepared against the JH strain. 

The virus causing cytomegalic inclu- 


sion disease, so termed because of the 
distinctive giant intranuclear inclusions 
produced, is, in a sense, an old virus in 
that it was recognized as a pathological 
entity many years ago. This virus, how- 
ever, was not isolated and established in 
the laboratory until 1956, when Smith re- 
ported its recovery in human uterine fi- 
broblasts. Shortly afterwards, Rowe, 
Hartley, and I, as well as Weller, re- 
ported in some detail on the occurrence 
of this virus in man. It would appear 
that the salivary gland virus, as it is also- 
known, is an extremely common and 
ubiquitous agent in man. Related but 
species-specific representatives occur in 
many other mammals. The mouse and 
guinea pig varieties have also been estab- 
lished in tissue culture. 
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This group of viruses occasionally 
causes disseminated disease with lesions 
observed in nearly all the critical organs 
in the species in which they occur. The 
human agent in its active form in new- 
born infants, called cytomegalic inclusion 
disease, is frequently fatal. Weller and 
Rowe recently showed that the virus can 
be demonstrated for long periods in sali- 
vary secretions and in urine of infected 
children. Like adenoviruses, the human 
agent has been unmasked from long-term 
cultures of tonsils and adenoids. 

The search for human viruses has 
demonstrated previously unrecognized vi- 
ruses in other species as well. At least 
20 newly recognized viruses have been 
demonstrated in tissue cultures of mon- 
key kidneys. Some are biologically and 
immunologically related to human adeno- 
viruses, others to human ECHO viruses, 
and others to the newer hemadsorption 
myxoviruses. 


IMPLICATIONS 


Recognition of so many new viruses 
and their effects cannot fail to provoke a 
reexamination of current concepts. It is 
a familiar observation that the usefulness 
of hypotheses concerning the etiology of 
disease depend in great part upon whether 
or not they can be tested. When they 
are based on a microbial theory, this nec- 
essary and desirable circumstance usually 
obtains. But ‘such testing is not always 
easily accomplished. 


One of the most important implications 
of so many new, different, and prevalent 
viruses is the complexity of the business 
of trying to find out what they are doing 
in their hosts. Simultaneous infections 
with multiple viruses are commonplace, 
particularly in young infants. We have 
observed as many as four acute viral in- 
fections in the same child during the 
same week. Since, in very young children, 
these new viruses most often cause clin- 
ical entities that are difficult to distin- 
guish from one another, attributing the 
illness to the proper agent can be quite 
difficult. The elucidation of significant 
etiological associations of prevalent vi- 
ruses which only rarely cause fatal infec- 
tions becomes, as a consequence, almost 
a problem in logistics, requiring carefully 
planned, extensive, and controlled epide- 
miological and laboratory studies. One 
of the more proximate and important im- 
plications of modern research on virus 
diseases, therefore, is that it will cost 
significantly more money than microbi- 
ological studies have in the past. 


CLINICAL IMPORTANCE OF 
NEW VIRUSES 

Specific clinical illnesses attributable to 
viruses may represent only a small pro- 
portion of the total amount of illness 
they produce. Our studies, as well as 
those of Dingle’s group at Western Re- 
serve University and the Newcastle-on- 
Tyne studies in England, show that the 
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common respiratory and other undifferen- 
tiated illnesses tend to occur most fre- 
quently in the young child. In this age 
group, it is difficult even for a pediatri- 
cian to distinguish among the illnesses 
most commonly caused by the adenovi- 
ruses, Coxsackie, ECHO, and even 
polioviruses. 

The 6-year longitudinal study of su- 
burban communities, by Bell and my 
other associates at the National Institutes 
of Health, showed that respiratory ill- 
nesses characterized by mild fever of 
more than 1 day’s duration occurred ap- 
proximately 5 times more often in chil- 
dren under 6 years of age than in persons 
over 17, The intermediate age group 
showed an intermediate experience. For 
this reason, our recent studies of these 
illnesses have been focused on the child- 
hood illnesses in three different population 
groups: (a) in the suburban community, 
(b) in pediatric hospital wards and clin- 
ics, and-(c) in infants and young children 
confined to an orphanage nursery. By 
longitudinal and cross-sectional observa- 
tions, we hope to determine more precise- 
ly the roles of viruses, and other patho- 
gens as well, in producing the common 
acute and undifferentiated illnesses in 
children. 

Already these studies have led to inter- 
esting findings. For instance, in collab- 
oration with Dr. Robert Parrott, our 
group is now engaged in studying the 
relative contributions of Asian influenza, 
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the brand-new hemadsorption viruses, and 
the adenoviruses to current pediatric re- 
spiratory illnesses in local pediatric clin- 
is and hospital wards. During October 
and November 1957, approximately 60 
percent of the acute respiratory illnesses 
could be attributed to Asian influenza and 
approximately 25 percent to types 1 and 
2 hemadsorption viruses. The adenovi- 
ruses, the croup-associated virus, the re- 
spiratory syncytial virus, as well as Cox- 
sackie and ECHO viruses, known to be 
prevalent at other times and places, were 
not prevalent during this period. Because 
of technical difficulties, we may have 
been unable thus far to assay the contri- 
butions of JH and 2060 viruses. 

During October and November, we 
were able to account for the majority of 
the respiratory illnesses on the basis of 
Asian influenza and the new hemadsorp- 
tion viruses. In December 1957, when the 
Asian influenza virus disappeared entirely 
from the clinic and hospital wards, ap- 
proximately 25 percent of respiratory ill- 
nesses could still be attributed to the 
hemadsorption viruses. The adenoviruses 
appeared in December and were held re- 
sponsible for approximately 5 percent. 
Of the respiratory illnesses observed for 
about 60 days, these two agents produced 
30 percent. 

Asian influenza reappeared in Febru- 
ary, but only a small percentage of ill- 
nesses were attributable to this virus. In 


late February, type 1 hemadsorption vi- 
rus disappeared. At this time, we were 
able to account for probably less than 15 
percent of the acute respiratory and un- 
differentiated illnesses. Subsequently the 
hemadsorption virus reappeared and 
adenoviruses became more common, but 
large segments of respiratory disease re- 
mained unexplained. Since bacteriological 
studies have provided no explanation for 
the vast majority of unexplained ill- 
nesses, additional, presumably new, vi- 
ruses will have to be sought. 
Longitudinal studies in an orphanage 
nursery have provided us with observa- 
tions on thousands of respiratory and un- 
differentiated illnesses. Thousands of vi- 
rus isolates were obtained and, for the 
most part, identified. (The data are being 
prepared for publication.) At least 35 to 
40 different prevalent viruses occur regu- 
larly in this population, and substantial 
amounts of illnesses can be attributed to 
the adenoviruses, some of the enterovi- 


ruses, and myxoviruses. During nearly 3 


years of observation since 1955, many of 
these viruses have made periodic, almost 
predictable, reappearances at appropriate 
seasons. However, even under intensive 
scrutiny, many illnesses still cannot be 
identified as viral or bacterial infections. 


PROPHYLACTIC VACCINES 


Even though there are still many com- 
mon respiratory and other undifferentiat- 


ed diseases with no known agent, serious 
consideration should be given to the de- 
velopment of prophylactic viral vaccines, 

At the National Institutes of Health, 
we are engaged in preliminary tests of 
properly constituted viral vaccines. Our 
studies of the high prevalence of viral ill- 
nesses in children suggest that a properly 
constituted, safe, and effective vaccine 
would probably be incorporated in pedi- 
atric immunization schedules. Such a 
vaccine would require perhaps as many 
as 25 separate viral antigens. 

Speculation concerning the eventual 
utilization of this hypothetical “virus 
cocktail” is premature. Too many ques- 
tions remain to be answered. Some may 
feel that such a vaccine would be fraught 
with unexpected hazards either imme- 
diately or later in life. Others may as- 
sume that such a vaccine would be of 
immediate great value. Generally speak- 
ing, the first vaccines for any disease are 
poorer than the modifications that come 
later. However, it is important to take 
the initial steps, carefully, of course, and 
then to answer questions as they become 
real rather than merely hypothetical. 

The justification for study and eventual 
use of an all-purpose virus vaccine ought 
not to be put purely on an economic ba- 
sis. I believe that a multivalent vaccine 
capable of preventing as much as 25-30 
percent of undifferentiated respiratory 
disease, particularly in early childhood, 
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would be desirable for the good and sim- 
ple reason that this is, in any vocabulary, 
an enormous mass of illness, probably 
much more illness than is now prevented 
by all currently available vaccines. 


NEW VIRUSES AND NONINFECTIOUS 
DISEASE 

It has been only a few years since our 
chief infectious diseases were pneumonia, 
smallpox, diphtheria, and the great 
plagues, the latter mostly transmitted 
from other animal species to man. Al- 
though vigilance is still required to keep 
them in check, they are no longer regard- 
ed as important, at least in this country. 

This remarkable success story has led 
to an unfortunate myth that infectious 
disease research is now a comparatively 
dead science. Nevertheless, numerically 
speaking, it would appear that most of 
Western man’s microbial experiences, as 
exemplified in large part by the newly 
recognized virus flora, still remains to be 
defined, if not eliminated. 

Many chronic and degenerative diseases 
also remain largely a riddle as to ulti- 
mate causes. Among the various hy- 
potheses, those which postulate viral eti- 
ology deserve consideration. As viral 
infections are most frequent precisely 
during the formative periods, they fre- 
quently affect organs that are critically 
necessary for healthy growth. Despite the 
fact that the newly recognized and nu- 
merous human viruses are almost never 


fatal, the astronomic number of illnesses 
they cause seems to me to imply a great 
deal. Our knowledge of the pathogenic 
behavior of these viruses rests on com- 
paratively few autopsies. But from studies 
of these few fatal cases, it is quite clear 
that many representatives of the new and 
common viruses cause pathology in criti- 
cal organs, including the central nervous 
system, lungs, heart, liver, adrenals, kid- 
neys, and the reticuloendothelial system. 
It is almost impossible to think that these 
pathological effects are not duplicated, to 
a lesser extent, in many nonfatal infec- 
tions. 

The well-known virus diseases of early 
childhood, measles, mumps, chickenpox, 
herpes, and poliomyelitis, also cause pa- 
thology in central organs with uncom- 
fortable frequency. No fewer than 14 
Coxsackie and ECHO viruses have now 
been shown to affect the central nervous 
system. Certain enteroviruses also cause 
myocarditis and pericarditis in children. 
It is quite possible that repeated infec- 
tions in childhood with specifically hu- 
man viruses which affect the central 
nervous system represent far greater con- 
temporary threats to human health than 
all the viral encephalitides transmitted 
from nature combined. 

Consider also the salivary gland virus, 
a notorious cause of neonatal death, and, 
as recently demonstrated by Weller and 
Rowe, a potential cause of chronic cere- 


bral disease in infants who survive the 
early perinatal infection. In fatal cases, 
this virus causes lesions in virtually all] 
the critical organs; it has been shown to 
be excreted by as many as 10 percent of 
infants under the age of 3; and serologic 
surveys show that it eventually succeeds 
in producing infectious processes in per- 
haps as many as 80 percent of all per- 
sons by the time they reach 35 or 40, 
Furthermore, the infection is persistent 
and has been reported occasionally as a 
generalized recrudescent disease in fatal 
illnesses, usually attributed to other 
chronic maladies. It is unreasonable to 
think that the giant intranuclear inclu- 
sions produced by the generalized disease 
are confined to fatal cases. This and 
other latent viruses may have outstanding 
importance for those suffering from a 
lack of testable hypotheses concerning 
ultimate causes in certain chronic dis- 
eases. 
VIRUSES IN ETIOLOGY OF 
HUMAN CANCER 

It has become clear that the viruses 
responsible for animal tumors are not al- 
together strange microbes. Recent studies 
have shown that the animal tumor vi- 
ruses grow to high titer, that they pro- 
duce antibodies, and that some of them 
grow in tissue cultures. Their manifes- 
tations are generally hyperplastic rather 
than cytolytic and the viruses frequently 
remain latent for many months; but these 
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are not unusual properties. Only their 
oncogenic activities set them apart. The 
methods for working with them appear 
to be slightly more difficult than those 
for some of the ordinary, nontumor vi- 
ruses, yet they seem to present no more 
severe technical problems than, for ex- 
ample, the salivary gland viruses. 

The delineation of certain viruses in 
one species has frequently been based up- 
on studies of similar viral experiences in 
other species. When representatives of 
various families of human viruses turn 
up in animal species other than man, it 
is merely taken for granted. In the same 
way, it is not uncommon for the first 
representatives of a virus family to be 
found in an animal species, then, subse- 
quently, related representatives to be 
found in man. It is hardly possible for 
a virologist to think that family relatives 
of the numerous tumor viruses of ani- 
mals will find no expression in the hu- 
man species. To say that such a virus 
has never been demonstrated is quite cor- 
rect. It is equally correct to say, how- 
ever, that the critical experiments which 
have been necessary for the demonstra- 
tion of animal cancer agents in man have 
not yet been performed. In fact, the 
question “Do viruses cause human can- 
cer?” has not yet been effectively asked. 
One of the major implications of modern 
virus research, therefore, is based on the 
likelihood of an early answer to this 
most important medical question. 


Trichinosis in 
the United States* 


Irving G. Kagan, Ph.D.+ 


Among all the intestinal nematodes, 
Trichinella spiralis has probably made 
the best adjustment for a parasitic exist- 
ence. All stages of the life cycle are 
parasitic. The sexually mature worms re- 
side in the small intestine and produce 
larvae which invade the musculature and 
internal organs of the host. A recent 
study of 55 experimentally infected hogs 
revealed the following distribution of 
larvae in the tissues: diaphragm, 100 
percent; stomach, 18 percent; testes, 15 
percent; liver, 11 percent; brain, lungs, 
wall of the small intestine, each 9 per- 
cent; pancreas and aorta, each 8 percent; 
and heart, 2 percent.’ 


*Reprinted from Public Health Reports, Feb- 
ruary 1959. 

tDr. Kagan, chief of the Helminthology 
Unit, Communicable Disease Center, Public 
Health Service, Atlanta, Ga., presented this 
paper at the CDC Conference for Teachers of 
Veterinary Public Health and Preventive Medi- 
cine, and Public Health Workers, Atlanta, 
June 12-18, 1958. 


The definitive hosts for this parasite 
are usually carnivorous mammals, that is, 
those that eat the flesh and internal or- 
gans of infected animals. A survey of 
2,433 mammals representing 42 species in 
Alaska revealed an incidence of infection 
of 11.7 percent in 23 species. Some of 
the infected hosts were aquatic mammals 
such as seals and white whales, which 
are primarily fisheaters, indicating that 
the epidemiology of T. spiralis may in- 
volve transfer or transient hosts. 

In the United States trichinosis is a 
disease of man and his domesticated pig 
as well as a sylvatic disease of many 
wild animal species. A survey of trichi- 
nosis from 1953 to 1955 in Iowa empha- 
sizes the sylvatic nature of this disease, 
Infected with trichinosis were 14 of 119 
rats, 31 of 308 foxes, 1 of 40 opossums, 
2 of 29 raccoons, 12 of 85 mink, and 2 
of 4 coyotes. Examination of 2,184 pigs 
revealed 1 infection, and 18 of 1,148 pork 
products contained trichina larvae.’ In 
the arctic areas the polar bear, dog, and 
wolf are heavily infected. 

The incidence of trichinosis in the 
American population is not accurately 
known today. Gould believes that a con- 
servative estimate would place the figure 
at about 16 percent. But in a postscript 
he states that the incidence is probably 
more than double this amount.** This 
means that 25 to 50 million Americans 
carry trichina larvae in their muscles and 
internal organs. A majority of these in- 
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fections are symptomless and subclinical. 
Although most States do not make trichi- 
nosis a reportable disease, between 200 
and 300 cases are reported each year to 
the Public Health Service. These are the 
recognized cases. Clinically, trichinosis 
has all the earmarks of so many other 
diseases that in all probability a large 
number of cases go undiagnosed. The 
mortality rate for recognized clinical 
cases was approximately 5 percent in the 
United States.** 

The epidemiology of this disease is 
very well understood. We know how it 
is transmitted to man, and we know how 
to prevent its spread in the swine popu- 
lation. We are improving serologic diag- 
nosis in the suspected patient and have 
made important advances in the treat- 
ment of the disease with ACTH and 
cortisone. In recent years two compre- 
hensive national conferences on trichino- 
sis were held in Chicago, the first in 
December 1952 and the second in March 
1954. The many facets of the control of 
this disease were adequately covered in 
the papers presented at these meetings. 
In this paper I shall outline the problem 
and review some of the contributions 
that have been made since those meet- 
ings. 


CONTROL MEASURES 


Trichinosis in the United States is per- 
petuated in a very small proportion, 0.63 
percent, of the swine population through 
the feeding of infected scraps of pork 
collected in garbage. As of May 31, 
1957, the Animal Disease Eradication 
Division of the U. S. Agricultural Re- 
search Service reports that 12,423 farms 
were feeding garbage in one form or 
another to swine. Hundreds of communi- 
ties in the United States sell their gar- 
bage and use the funds for civic pur- 
poses. It is generally conceded that the 
prohibition of garbage feeding would 
drastically cut the incidence of trichinosis 
in the domesticated pig, but it would 
probably not eradicate the parasite be- 
cause of the sylvatic incidence of trichi- 
nosis in rats and other scavenging 
species. The lone infected pig in the 
Iowa survey® may well have acquired 
trichinae by eating a dead infected animal 
on the farm. 

Since a $50 million industry, the col- 
lection and use of garbage for swine 
production, involving approximately 35 
percent of the communities of the United 
States, probably cannot be legislated out 
of existence, attention has been directed 
toward another measure, the sterilization 
of garbage by cooking.’ Every State 
has some type of law or regulation which 
prohibits the feeding of raw garbage to 
swine. 

Garbage cooked at 100° C. for 30 min- 
utes is freed of living trichina larvae. 
Approximately 11,747, 94.5 percent, of 
the 12,423 premises feeding garbage to 
hogs, report that they are feeding cooked 
garbage. This salutary situation with re- 
spect to the use of cooked garbage was 
engendered mainly by the necessity of 
preventing the spread of garbage-borne 
epidemic disease of pigs, such as hog 
cholera, vesicular exanthema, foot-and- 


mouth disease, salmonellosis, tuberculo- 
sis, swine erysipelas, and brucellosis. Be- 
cause of noncompliance by some farmers, 
the lack of adequate inspection facilities 
by some State agencies, and the expense 
of cooking garbage, the control of trichi- 
nosis by this method has not been com- 
pletely successful. Continued education, 
research, and law enforcement by State 
and Federal officials will do much to 
strengthen this very effective method of 
trichina control. 

Inspection of pork products constitutes 
another means of control. The Federal 
Government requires that “the respective 
States allow the sale of garbage-fed hogs 
for slaughter only at a federally inspect- 
ed plant or plant having equivalent in- 
spection.” In some countries tissue press 
preparations of each carcass are care- 
fully inspected microscopically for the 
presence of trichina larvae. In Chile a 
staff of 22 persons is necessary to process 
and examine 1,000 pigs a day; 8 trichi- 
noscopists, 4 sample collectors, and 10 
assistants preparing 8 slides from each 
carcass for examination.’ It is estimated 
that an effective program of microscopic 
inspection in the United States would 
cost more than $40 million.’ For this and 
other reasons, the microscopic examina- 
tion of pork has not become a routine 
procedure in our country. 

The freezing of pork is also advocated 
for killing trichina larvae in infected 
carcasses. As early as 1914, research by 
the U. S. Bureau of Animal Industry in- 
dicated that refrigeration of pork at 
—15° C. (5° F.) for 20 days is an ef- 
fective safeguard against trichinosis in 
man.” These studies were the basis for 
the present practice of holding pork and 
pork products customarily eaten without 
cooking by the consumer for 20 days at 
5° F., 10 days at —10° F., or 6 days at 
—20° F. In Canada pork is held at —15° 
C. for 3 weeks in sealed storage lockers 
inspected by ‘the government." Quick 
freezing at temperatures of —37° C. 
(—34.6° F.) kills trichina larvae in 2 
minutes. In the United States today meat 
packing plants do not have the space 
to freeze and store the huge volume of 
pork processed. The cost to the consumer 
for freezing pork would be approxi- 
mately 5 cents per pound. This economic 
factor plus consumer resistance to the 
purchase of pork that has been frozen 
and thawed make this type of control 
impractical and difficult to initiate.” 

Sterilization of carcasses by irradia- 
tion has been carefully investigated by 
Gould and his co-workers.” These work- 
ers have estimated that facilities using 
cesium-137 as the source of radiation, 
costing in excess of $500,000, can effec- 
tively treat carcasses with 30,000 roent- 
gens, enough radiation to make the 
larvae incapable of completing their life 
cycle in the host. The cost to the con- 
sumer is estimated at 0.23 cents per 
pound, and the meat is said to be unal- 
tered, healthful, and palatable. 


The most effective and the cheapest 
control method is the thorough cooking 
of pork by the consumer. If they were 
aware of the hazards, many persons 
would not eat uncooked pork or pork 


Journat A.O.A. 


4 


“ATARAX app 
anxiety and restiessn 
imo rove si | 


IN GERIATRICS 
“ability to decide correctly 
has increased, while the 
illogical res ponse to 

diminished.’ " 


re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


(brand of hydroxyzine) 


WORKING ADULTS 
“especially wel! suited for 


eared to reduce 


terns and 


make the c ‘more amenable 


ambulatory patients whemust 
work, drive @ car, or 


atarax is “effective in 


controlling and 
anxiety “welts 
it an excellent 


out- use m office, 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood . 10 m 3-6 years, one tablet t.i.d. : oes Tablets, bottles 
behavior disorders tabl over 6 years, two tablets t.i.d. : — Syrup, Ror — 
: arentera ution, 10 cc. 
Syrup | 3S years, one tsp. tid: vais. 
For adult tension 25m one tablet q.i.d. : References: 1. Smi J.0., 
e 
Syrup one tbsp. q.i.d. 5: 573 3 (Aug) 3 a 
For severe emotional 100 mg. one tablet t.i.d. 
a 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- 5. Colraut ot al: Presse, 
and emotional Solution cularly, times daily, at 2439 (Dec. 26) 1908. 
for ‘the international I Congress of 
establi $ Pediatrics, Cope’ 
e Denmark, July 92-2 1956. 


| | New York 17, N. Y. 
p Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Vor. 58, Aprit 1959 


: 
\ 
Be- 
ners 
iti 
ies 
ense 
ens 
ichi- 
om- 
tate 
ites 
tive 
| 
re- 
bd 
. e 
id *e | 
e 
bd 
d bd 
oatien of be or. e 
° 
A-167 


lowest blood pressure levels 
yet achieved with oral 
diuretic-antihypertensive 


products that have been smoked and not 
adequately heated prior to processing. 
Informing the producer on the farm 
about the dangers of feeding raw gar- 
bage to his swine and alerting the house- 
wife, food handler, restaurant owner, 
and others to the dangers of eating pork 
not thoroughly cooked are among the 
control measures recommended by pre- 
vious conferences on trichinosis. But it 
should be reiterated that placing the re- 
sponsibility for control of trichinosis on 
the consumer is not the most efficient 
method for controlling the disease. 


TREATMENT AND DIAGNOSIS 


One aspect of the epidemiology of 
trichinosis should be emphasized. Eradi- 
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cation cannot be accomplished solely by 
control measures initiated by the large 
farmer or food processor. A number of 
trichinosis outbreaks have been traced 
to pork products that did not pass 
through federally inspected plants.* The 
small farmer with a few pigs which are 
fed table scraps (uncooked garbage) and 
butchered in local abbatoirs account for 
some of the incidence of trichinosis in the 
United States. 

Since so many trichina infections are 
subclinical, the question has been raised 
regarding the necessity of any kind of 
control. Magath and Thompson believe 
that persons infected with small num- 
bers of trichina larvae have an acquired 
immunity which would be destroyed were 


the disease controlled.” From a public 
health point of view such a position js 
untenable. We must strive for the con- 
trol of all communicable diseases. There 
is also to be considered another facet of 
this complex problem that has received 
very little attention—the evaluation of 
the deleterious effects of a subclinical] 
infection in an individual. In the rat, in- 
fection with trichina larvae reduces the 
working ability of the animal 49 to 60 
percent. Weight loss induced by exercise 
is 150 to 170 percent greater than in the 
controls.” 

Little attention has been directed to- 
ward the use of long-lasting, broad- 
spectrum chemotherapeutic agents admin- 
istered in the feed to eliminate T. spiralis 
adults and other intestinal roundworms 
in swine. In mice, medicated feed con- 
taining 0.15 percent cadmium oxide pro- 
duced a striking reduction in the number 
of adults and larvae harbored by infected 
animals.” 

The use of a skin test for the diag- 
nosis of infection in pigs has not re- 
ceived much attention in recent years. 
Soulsby skin-tested animals in England 
and reported cross-reactions with Ascaris 
infections.* With the application of 
newer immunochemical techniques, spe- 
cific antigens could be prepared for this 
purpose. 

Two flocculation serologic procedures 
are available for the diagnosis of trichi- 
nosis: the method of Sussenguth and 
Kline,” utilizing cholesterol particles, and 
the bentonite technique of Bozicevich and 
others.” The Helminthology Unit at the 
Communicable Disease Center uses the 
bentonite flocculation test for the diag- 
nosis of trichinosis. We have found this 
method effective in detecting antibody 
during acute infections in man and ani- 
mals. In an experiment with experimen- 
tally infected hogs, flocculating antibody 
was detected from the second to the sixth 
week of infection in all animals. After 
the ninth week antibody could no longer 
be determined.* As a method of diag- 
nosing active infection, the bentonite tech- 
nique is excellent, but, for the detection 
of chronic infections, it does not compare 
with the technique of Sussenguth and 
Kline. These workers reported that anti- 
body may be detected in infected hogs 1 
year after infection.” Utilization of a 
rapid serologic technique for the detec- 
tion of infected animals prior to slaugh- 
ter might under some circumstances be 
a useful control procedure. 


CONCLUSION 


To be successful, any control program 
for trichinosis must not conflict with the 
economics of pork production on the 
farm or at the processing plant. The 
control of trichinosis has benefited more 
from the measures taken to control ve- 
sicular exanthema than from all the 
recommendations made for the helminth 
disease. This is heartening because any 
measure taken against the spread of a 
garbage-borne virus disease will benefit 
a helminth garbage-borne disease. Al- 
though it may never be economically 
feasible to quick-freeze all pork in order 
to kill trichina larvae, the storage of 
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Safe, non-barbiturate, non-addictive, emi- 
nently free of even minor side reactions. 


DOSAGE: Adults—One 300-mg capsule before 
retiring. Do not exceed prescribed dosage. 
NOLUDAR®—brand of methyprylon 


ROCHE LABORATORIES 
X28) ® | Division of Hoffmann-La Roche Inc 


°5/\>>) Nutley 10, New Jersey 


Changes of address and 


new locations 


Abramson, Bernard, from 2046 Germantown Ave., to 620 W. 
Diamond St., Philadelphia 22, Pa. 

Allgood, Frances, from 3211 Bay to Bay Blvd., to 4302 Hen- 
derson Blvd., Tampa 9, Fla. 


Baba, Robert J., from West Paterson, N. J., to 390 Farview 
Ave., Paramus, N. J. 

Barker, Carolyn, from Oakdale, Iowa, to 411 E. Jefferson, St 
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Beck, Milton, from North Hollywood, Calif., to 8940 Wood- 
man Ave., Pacoima, Calif. 
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Ave., N., Seattle 2, Wash. 
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St., Los Angeles 8, Calif. 
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Dale, Thomas R., from Monterey Park, Calif., to 2043 W. 
182nd St., Torrance, Calif. 
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Ave., Warren, Ohio 

Denlinger, Fairman L., from Strasburg, Pa., to Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 3, Mich. 

Devine, V. G., from Del City, Okla., to Box 558, Nicoma Park, 
Okla. 

Doren, Neil C., from 2206 W. 3ist St., to 3450 W. 43rd St., 
Los Angeles 8, Calif. 

Downing, Donald D., from Cadillac, Mich., to Three Oaks, 
Mich. 
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West Hollywood, Fla. 

Elston, Harry E., from 26 E. Park Ave., to 106 Robbins Ave., 
Niles, Ohio 


Faber, Edward E., from Clarksville, Mo., to Route 2, Box 
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Flexer, W. G., from 1020 Seaboard Bldg., to 1155 Tenth Ave., 
N., Seattle 2,, Wash. 

Fuher, Joseph B., from Chicago, IIl., to 126 E. Joliet St., Box 
281, Schererville, Ind. 


Gabelman, Omer P., from 740 Main St., to Mesa Memorial 
Hospital, 10th & Grand, Grand Junction, Colo. 

Gau, LeRoy F., from 424 W. Broadway, to Gau Clinic, 118 S. 
Washington St., Enid, Okla. 


Gilbert, Hilmer A., from Los Angeles, Calif., to 12457 Ventura 


Blvd., Studio City, Calif, 
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Vernon, Phoenix 22, Ariz. 

Godorov, Joseph J., from Broadway & Florencedale Ave., to 
293114 Northview Blvd., Youngstown 5, Ohio 

Grassin, Frederick A., from Dade City, Fla., to 715 Vermont 
Ave., Box 458, New Port Richey, Fla. 

Greisman, Paul A., PCO ’58; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 


Harenberg, Henry W., from 722 N. Marsalis Ave., to 3046 
Sunnyvale St., Dallas 16, Texas 

Harmon, F. Leighton, from Kansas City, Mo., to Physicians 
Hospital & Clinic, Box 595, Stanton, Texas 

Haynes, Harvey L., from 1832 N. Main St., to 1832 N. Las 
Vegas Blvd., North Las Vegas, Nev. 

Hemsley, William R., Jr., from 163 E. 39th St., to 2740 E St., 
San Bernardino, Calif. 

Hess, Alfred, CCO ’58; Bay View Hospital, 23200 Lake Road, 
Bay Village, Ohio 

Hohn, Gerald J., from Davenport, Iowa, to Crestwood Apts., 
Magellan Circle, Dallas 18, Texas 

Holcomb, Kenneth R., from Studio City, Calif, to 4733 Has- 
kell Ave., Encino, Calif. 

Holmes, C. E., Jr., from San Diego, Calif., to 549 E. Baseline, 
San Dimas, Calif. 

Hunter, Richard M., from 1519 Eleanor Ave., to 2037 Laskey 
Road, Toledo 13, Ohio 

Hurkin, Zane, from Des Moines, Iowa, to 408 S. 29th St., 
South Bend 15, Ind. 

Hutton, Edward L., from Arlington, Calif., to 3774 Arlington 
Ave., Riverside, Calif. 


Kahn, S. B., from Detroit, Mich., to 28730 Harper Ave., St. 
Clair Shores, Mich. 

Kerton, John A., from 12125 W. Washington Blvd., to 4842 W. 
Slauson Ave., Los Angeles 56, Calif. 

Kinne, Sandford H., from 2323 Wyoming Blvd., N. E., to 1441 
Wyoming Blvd., N. E., Albuquerque, N. Mex. 

Kirk, Elisha T., from Media, Pa., to Route 2, Box 274, Tucson, 
Ariz. 

Klefstad, Raymond O., from 4459 Euclid Ave., to 4274 Meade 
Ave., San Diego 16, Calif. 

Klingsberg, Charles, from Downey, Calif., to 1010 S. Brook- 
hurst Ave., Fullerton, Calif. 

Knudsen, J. E., from Jonesburg, Mo., to East Prairie, Mo. 

Kowan, Maurice H., from 1648 Beverly Blvd., to 5410 Wilshire 
Blvd., Los Angeles 36, Calif. 

Kuzon, Chester, from Louisville, Ky., to 159 N. Seventh Ave., 
Buffalo 25, N. Y. 


Lightstone, Clifford J., from Miami, Fla., to 2451 S. Telegraph 
Road, Dearborn, Mich. 

Ludwig, Lawrence R., PCO ’58; 1 Holbrook Road, Havertown, 
Pa. 


Martin, Brice Taylor, from 333 First St., to 1036 Manhattan 
Beach Blvd., Manhattan Beach, Calif. 

Mastellos, Christopher, Jr., from Los Angeles, Calif., to 7409 
Arnett St., Downey, Calif. 

Mastron, Victor, from 2304 E. Compton Blvd., to 4200 E. 
Compton Blvd., Compton, Calif. 

McKewon, Claude Richard, from 3750 S. Peoria Ave., to 3125 
S. Sheridan Road, Tulsa 5, Okla. 

Miller, M. Louise, from Duncannon, Pa., to 2618 E. Fort 
Lowell Road, Tucson, Ariz. 
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PRACTICAL LEADS TO PUZZLING 
DIAGNOSES 


Neuroses That Run Through Families 


By Walter C. Alvarez, M.D., D.Sc., Emeritus Pro- 
fessor of Medicine, University of Minnesota (Mayo 
Foundation). 


A new book designed to save the physician much 
time in arriving at the correct diagnosis before 
initiating a course of treatment. Backed by hun- 
dreds of case histories to prove his point, Dr. 
Alvarez tells how a better knowledge of the 
patient and his family can save the physician 
agree time he might otherwise spend in fruit- 
ess treatment of organic symptoms of psycho- 
somatic conditions. Many formerly puzzling 
cases will be marvelously simplified. and the 
chances for misdiagnosis reduced. 


490 Pages NEW, 1958 $9.00 


ILLUSTRATED PREOPERATIVE 
AND POSTOPERATIVE CARE 


By Philip yoy M.D., F.A.CS., F.1.C.S., Professor 
my k County Graduate School of Medi- 
Does by Carl T. Linden. 


A pyres: rather than theoretical presentation 
of the most important aspects of modern pre- 
and postoperative care. Surgeon, teacher, lec- 
turer and author, Dr. Thorek’s approach is both 
creative—stressing the importance of a pe eer 
elicited history and a well-conducted physical 
examination—and analytical. Although he be- 
lieves in using every bit of laboratory data avail- 
able when indicated, Dr. Thorek cautions against 
“studying the patient to death” when a genuine 
emergency exists. 


91 Pages 60 Illustrations NEW, 1958 $5.00 


ELECTROCARDIOGRAPHY 


By Michael Bernreiter, M.D., Assistant Clinical Pro- 
all of Medicine, University of Kansas Medical 


This book sets a new standard of practical use- 
fulness for the physician interested in the use and 
interpretation of the electrocardiograph. It out- 
lines the fundamental aspects of electrocardio- 
graphy as they are encountered in every-day 
practice, and presents only those principles of 
physics necessary for a clear understanding of 
the electrical phenomena involved. 


134 Pages 92 Illustrations NEW, 1958 $5.00 
J. B. LIPPINCOTT COMPANY 
East Washington Square, ee 
In Canada: 4865 Western Avenue, Montrea' 
Please enter my order and send me: 
(1 PRACTICAL LEADS TO PUZZLING DIAGNOSES................... $9.00 
(CD ILLUSTRATED PREOPERATIVE AND POSTOPERATIVE CARE........ $5.00 
Charge 
Convenient Monthly 
Payments 
Payment 
Enclosed 
JAOA-4-59 
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Moe, Dean G., from Georgetown, Ohio, to 7206 Kenwood Road, 
Cincinnati 36, Ohio 

Montgomery, John L., from 616 N. W. 18th St., to 2900 S. E. 
Steele, Portland 2, Ore. 

Mueller, Donn W., from 1300 Highmont Drive, to 2 Frost 
Ave., St. Louis 21, Mo. 

Myatt, John P., DMS ’58; 8533 Colima Road, Whittier, Calif. 


Nerthling, Robert E., from Clarendon, Pa., to 319 W. Tenth 


St., Erie, Pa. 


O’Donnell, Alfred J., from 47 Maple St., 
Madison, Maine 

Oliphant, Duncan, from 821 Apple Ave., to 992 W. Broadway, 
Roosevelt Park, Muskegon, Mich. 


to 152 Main St. 


Parsa, Jalil, from Box 4534, to Box 5909, Kansas City 11, Mo. 

Pavlowich, Walter M., CCO ’58; Chicago Osteopathic Hospi- 
tal, 5250 S. Ellis Ave., Chicago 15, III. 

Peirson, James M., from Indianapolis, Ind., to 2324 Glenn Ave., 
Fresno 4, Calif. 

Peterson, Robert Herrman, from Fresno, Calif., to 1233 W. 
106th St., Los Angeles 44, Calif. 


Reid, James R., from Plano, Texas, to 715 N. Highway 175, 
Seagoville, Texas 

Reiss, Bertram, from Sherman Oaks, Calif., 
Van Nuys, Calif. 

Riccelli, John A., from Los Angeles, Calif., 
Court, El Segundo, Calif. 

Ridgway, Kenneth D., KCOS ’58; Kirksville Osteopathic Hos- 
pital, 800 W. Jefferson St., Kirksville, Mo. 

Robinson, William R., from 1578 Union Lake Road, to 1965 
Union Lake Road, Pontiac, Mich. 

Routsong, James F., from Barnsdall, Okla., to 4620 E. 31st St., 
Tulsa 5, Okla. 

Rowley, Maurice S., from Burgettstown, Pa., to 205 Hunting- 
don Pike, Philadelphia 11, Pa. 

Rugenstein, Edward Ernest, from 18077 Homer Ave., to 18290 
Thirteen Mile Road, Roseville, Mich. 

Runciman, Ronald H., from 3612 S. Meyler, to 4200 E. Comp- 
ton Blvd., Compton, Calif. 

Russo, Charles P., from Route 1, to 719 Maple, Big Rapids, 
Mich. 


to 5814 Murietta, 


to 716 Indiana 


Sanders, Loy N., from Sanderson, Texas, to 8709 Jade Lane, 
El Paso, Texas 

Schoolcraft, Frank L., from Dallas, Texas, to 1708 S. Logan 
St., Lansing 10, Mich. 

Schwartz, Frederick J., from Compton, Calif., to 6295 Gulf 
Blvd., St. Petersburg Beach 6, Fla. 

Sherick, Daniel C., from Lynnville, Ind., to 18920 Kappa Drive, 
Mount Clemens, Mich. 

Shillinglaw, Richard G., from East Lansing, Mich., to 2120 S. 
Cedar St., Lansing 10, Mich. 

Skrocki, Chester J., from 21503 E. Eleven Mile Road, to 24800 
Harper Ave., St. Clair Shores, Mich. 

Slifer, Harry L., from 8800 Verree Road, to 800 Fanshawe St., 
Philadelphia 11, Pa. 

Snowfleet, Wallace B., from Whitehall, Mich., to 1010 Second 
St., Muskegon, Mich. 

Snydman, Bernard G., PCO ’58; 5727 Drexel Road, Philadel- 
phia 31, Pa. 

Steffan, James E., from Jefferson City, Mo., to Ashland, Mo. 

Steinsnyder, Wynne A., from Philadelphia, Pa., to Biscayne 
Shopping Plaza, 561 N. E. 79th St., Miami 38, Fla. 

Stern, Philip, from 219 Franklin St., to 321 Franklin St., Grand 
Haven, Mich. 

Stetson, Merwin M., from 4135 Erie St., to 37914 Euclid Ave., 
Willoughby, Ohio 

Stewart, Alvin J., KCOS ’58; 201 Hawthorne Ave., North Sac- 
ramento 15, Calif. 

Stillman, Carl S., from San Diego, Calif., to 276 Church St. 
Chula Vista, Calif. 

Sweet, Faith, from 415 Hope St., to 444 Brook St., sia sacues 
6, R. 


Journat A.O.A. 


Tedrick, C. M., from Albuquerque, N. Mex., to 4737 Haven- 
hurst, Box 235, Encino, Calif. 

Till, Donald E., KCOS ’58; Saginaw Osteopathic Hospital, 515 
N. Michigan Ave., Saginaw, Mich. 

Travis, Earle, PCO ’58; 5507 Post Road, East Greenwich, R. I. 

Tunnell, W. E., from 508 N. Long Beach Blvd., to 4200 E. 
Compton Blvd., Compton, Calif. 


Volz, Max S., from 152 St. Clair St., to Frailey’s Riverdale 
Drive, Route 3, Elkhart, Ind. 

Vyverberg, Robert J., from La Fayette, Ind., to 1602 S. Michi- 
gan St., South Bend 14, Ind. 


Walsh, Joseph A., Jr., PCO ’58; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Warne, Paul E., from 6401 W. Florrisant Ave., to 8330 Jen- 
nings Road, St. Louis 20, Mo. 

West, Walker, W., from Los Angeles, Calif., to 440 E St., Box 
427, Wasco, Calif. 

Wheatley, Richard A., from Rivera, Calif., to Oakhurst, Calif. 

Wightman, Walter B., from 1020 Seaboard Bldg. to 1155 
Tenth Ave., N., Seattle 2, Wash. 

Williams, William P., DMS ’58; Doctors Hospital, 1087 Denni- 
son Ave., Columbus 1, Ohio 

Wolf, Arno O., COPS ’57; 45014 E. 231st St., Wilmington, 
Calif. 


Applications 
for membership 


ARIZONA 
Leavitt, Joseph A., (Renewal) 110 S. MacDonald St., Mesa 


CALIFORNIA 
Jordan, Robert Ernest, (Renewal) 6560 Arlington Ave., Los 
Angeles 43 
Gerber, Rudolf W., (Renewal) Box 135, Oceano 
Braddock, Raymond M., (Renewal) 1644 Loma Vista St., Pasa- 
dena 
Nye, Clarence L., (Renewal) 1895 California St., San Marino 
Lesslie, Starr, (Renewal) 4033 Weslin Ave., Sherman Oaks 
Carter, Harold J., (Renewal) 34806 Yucaipa Blvd., Yucaipa 


KENTUCKY 
Whipple, Robert L., (Renewal) 4813 Dixie Highway, Louis- 
ville 16 


MISSOURI 
Maddox, D. E., (Renewal) 78 Manor Crest Drive, Kirksville 


NEW JERSEY 
Davies, A. Richard, (Renewal) 31 Lenox Ave., East Orange 


NEW MEXICO 
Peterson, Joseph M., (Renewal) 1517 Fourth St., N.W., Albu- 
querque 


PENNSYLVANIA 
McGowan, Frank A., (Renewal) 637 MacDade Blvd., Colling- 
dale 
Trimble, A. Andrew, 221 W. Pine St., Grove City 


TENNESSEE 
Gooch, Joe W., (Renewal) 601 Burwell Bldg., Knoxville 2 


WASHINGTON 
Moore, Thomas I., (Renewal) 330 Times Square Bldg., Seat- 
tle 1 
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ic Nasal Drops.(0.05%) for 


NASAL DECONGESTANT 
children under six years. When Tyzine Nasal Spray is ad- 


ANTI-INFLAMMATORY 
ANTI-ALLERGIC 


hildren: KEEP OUT OF HANDS OF CHIL- 


* 


Note: As with certain other widely used nasal deconges- 
tants, overdosage may cause drowsiness or deep sleep in’ 


DREN OF ALL AGES. Use Pediatr 


infants and young c' 


PFIZER LABORATORIES, Division, Chas, Pfizer & Co., Inc. 


Science for the world’s well-being 
Brooklyn 6, N. Y. 


Nasal Solution, 1/2-0z. dropper bottle, 0.1%. Each cc. contains 1 mg, tetrahydrozoline 


tetrahydrozoline hydrochloride — prednisolone 


Pediatric Nasal Drops, 1/2-0z. bottle, 0.05%, with calibrated dropper. Each cc. contains 0.5 mg. 


tetrahydrozoline hydrochloride and 0.2 mg. prednisolone. 


hydrochloride and 0.2 mg. prednisolone. 


NEW PRODUCT 
ANNOUNCEMENT 


ministered, it should be held only in an upright position. 
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Two new freedoms for the modern woman 


“The menstrual function should entail no worthwhile discom- 
fort and no interference with the normal activities.”! “The 
chief virtue of the tampon is that it gives complete freedom.” 


Freedom of action. “Tampons have the advantage of being wholly 
internal and much more comfortable than wearing a pad or a 
napkin.”? And Tampax can cause no perineal irritation or chafing 
— even for the most active woman. 


Freedom from fear. Absorptive powers of Tampax® have proved 
so effective “that women whose menstrual periods were normal 
could wear (Tampax)ediieingiithe entire period.”* Knowing the 
Tampax 22-year clinical recard forsafety, the profession rec- 
ommends it widely, to free. women fiom ihe physical and psy- 
chical hazards @ “those Gay to menopause. 


to. meet needs: 
Tampax Incorporated, Palmer, Mass. 1. Novak, E., and Novak, E. R.: ‘Textbook of Gynecology,” 1952. 2. Bernstine, J. B., and Rakoff, A. E.: “Vaginal Infections, 
infestations and Discharges,"’ 1953. 3. Janney, J. C.: ‘Medical Gynecology,’ 1950. 4. Karnaky, K. J.: ‘Clin. Med." 3:545, 1956. 


Journac A.O.A. 


American Cystoscope Makers, Inc., 
A-113 

American Felsol Co., A-170 

American Meat Institute, A-65 

American Optical Co., A-146 

American Osteo thic Assn., A-171 

American Sterilizer Co., A-61 

Ames Co., Inc., A-12 

Armour Pharmaceutical Co., A-151 

Ayerst Laboratories, A-42, 54, 55, 84, 
119, 124, 125 


Bard-Parker Co., Inc., A-79 

Baum, W. A., Co., Inc., A-86 

Baxter, Don, Inc., A-129, 130 

Birtcher Corp., A-83 

Breon, George A., & Co., A-162 

Bristol Laboratories Inc.,-A-81, 82 
Bristol-Myers Co., Cover II 

Burdick Corp., A-108 

Burroughs Wellcome & Co., Inc., A-94 
Burton, Parsons & Co., A-104 


CARE, A-166 

Carnation Co., A-93 

Chatham Pharmaceuticals, Inc., A-90 

Chicago Pharmacal Co., A-118 

Ciba Pharmaceuticals, Inc., Cover IV, 
A-50, 51, 52, 53, 70, 71, 114, 136, 156, 
160, 168 

Cole Chemical Co., A-73 

Colwell Publishing Co., A-166 


Dartell Laboratories, A-98 
DePuy Mfg., Co., Inc., A-171 
Desitin Chemical Co., A-144 
Doho Chemical Corp., A-68 
Dome Chemicals, Inc., A-89 


Eaton Laboratories, A-41, 72, 138 


Fellows Medical Mfg. Co., Inc., A-177 
Fleet, C. B., Co., Inc., A-35 


Geigy Pharmaceuticals, A-4, 22, 133 
General Electric Co., X-Ray Dept., A-95 
Gerber Products Co., A-75 


Hill Laboratories Co., A-148 
Holland-Rantos Co., Inc., A-76 
Hollister, Franklin C., Co., A-25 
Hyland Laboratories, A-150 


Irwin, Neisler & Co., A-105, 153 


Johnson & Johnson, A-48, 49 


Kinney & Co., Inc., A-132 
Kremers-Urban Co., A-142 


Lakeside Laboratories, Inc., A-74 

Lea & Febiger, A-158 

Lederle Laboratories, A-26, 27, 28, 29, 
30, 31, 44, 45 

Leeming, Thos., & Co., Inc., A-23 

Lilly, Eli, & Co., A-78 

Lippincott, J. B., Co., A-174 

Lloyd Brothers, Inc., A-16, 97 

Loma Linda Food Co., A-64 


Vor. 58, Apriz 1959 


Maltbie Lab. Div., (Wallace & Tiernan, 
Inc.), A-32 

Massengill, S. E., Co., A-111, 112 

McNeil Laboratories, Inc., A-13, 77, 145 

“— Johnson & Co., A-56, 57, 58, 59, 
1 


Merck Sharp & Dohme, A-137 
Mutual Benefit Life Insurance Co., A-103 


National Drug Co., A-159 


Organon Inc., A-120 


Parke, Davis & Co., A-99, 109 

Pelton & Crane Co., A-96 

Pet Milk Co., A-178 

Pfizer Laboratories, A-14, 15, 21, 34, 
131, 165, 173, 175 

Pitman-Moore Co., A-6 


Reed & Catnrick, A-36 

Riker Laboratories, Inc., Cover III 
Robins, A. H., Co., Inc., A-143 

Roche Laboratories, A-66, 67, 172 
Roerig, J. B., & Co., A- 106, 107, 135, 167 
Rorer, William ‘Inc., A-134 

Roussel Corp., A-128 


Sandoz Pharmaceuticals, A-123 

Saunders, W. B., Co., Cover I 

SchenLabs Pharmaceuticals, Inc., A-24 

Schering Corp., A-3, 85, 147, 152, 164 

Schmid, Julius, Inc., A-46 

Searle, G. D., & Co., A-5 

Sherman Laboratories, A-122 

Shield Laboratories, A-88 

Shuman, David, D.O., A-177 

Smith-Dorsey, A-116, 117 

Smith Kline & French Labs. A-8, 9, 
154, 155 

Squibb, E. R., & Sons, A- 140, 141, 149 

Stuart Co., A-80 


Tampax Inc., A-176 
Tutag, S. J., & Co., A-157 


U. S. Vitamin & Pharmaceutical Corp., 
A-126, 127 
Upjohn Co., A-47, 69, 169 


Vitaminerals Inc., A-60 


Wallace Laboratories, A-87 

Warner-Chilcott, A-1, 33, 115, 161 

Welch Allyn, Inc., A-110 

Wheat Flour Institute, A-7 

White Laboratories, Inc., A-10, 11, 91, 92 

Winthrop Laboratories, A-17, 18, 19, 20, 
100, 101, 102, 139 

Wocher, Max, & Son Co., A-165 

Wyeth Laboratories, A-37, 38, 39, 40, 43, 
62, 63, 163 


Young, F. E., & Co., A-170 


‘SPECIFY SAFE 
FELSULES 


CHLORAL HYDRATE CAPSULES 


LYCORAL 


PERMITS FLEXIBLE DOSAGE 
NON-ALCOHOLIC PALATABLE 


10 gr. Cera 


per teaspoonful Ho: 


NON- BARBITURATE 


HYPO-ALLERGENIC 
lellows() léstagar 
pharmaceuticals since 1866 


Detroit * Dallas * Los Angeles 


NEW: 


“Low Back Pain” 
by David Shuman, D.0. 


“. . . written in the best tradition 
of osteopathic medicine.” — The 
College Journal, Kansas City Col- 
lege of Osteopathy and Surgery. 


A helpful guide in the 
handling of the low back 
case from initial visit, his- 
tory taking through exami- 
nation, diagnosis and ther- 
apy. Offers full description 
of effective procedures 
with an experienced-based 
summary of management. 


Handy-size volume—75 pp. 
8 illustrations. Price $3.50 


Send check and order to 


Dr. David Shuman 
1728 Pine St., Philadelphia 3, Pa. 
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PET MILK COMPANY, ST. LOUTS 1, 


A-178 


in the formula base has obvious advan- 
tages to the physician, who must decide 
what each infant needs, and when changes 
are indicated. An evaporated milk formula 
is a prescription formula, permitting the 
physician to adjust 


... the type and amount of carbohydrate 


... the degree of dilution to required 
strength 


Evaporated milk is the formula base 
proved successful by clinical experience 
... for 50 million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended 
when cow’s milk is fed to babies 


Added vitamin D in required amounts 


Maximum nourishment—minimum cost 
to parents 


Journat A.O.A, 


x 
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‘ate, 7.0 mg. per cc., suspended in 
ntoxic aerosol vehicle. Contains no alcohol. — 
se contains mg. epinephrine. 


ert, nontoxic aerosol vehicle. 


NORTHRIDGE. 
CALIFORNIA 


% 
i: 
| 
q 
Word to Remember... 
{ 
{ 
i 


A CIBA Documentary Report 


How clinicians evaluate 
the safety and effectiveness 


of RITALIN’ 


as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a pla- 
teau type of stimulation, 
smooth onset, with no 
euphoria . . . The effect 
lasted about four hours, 
gave the patient a feeling 
of well-being . . .” 


“The side effects of Ritalin are 
minimal.” “The work showed that 
the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia.”"1 


Lethargy, fatigue and emotional 
depression secondary to chronic 
illness in elderly patients; mild 
depression secondary to short- 
term illness. (Twenty-three ‘“‘nor- 
mal,” healthy people also received 
the drug.) 


“For the entire 112 pa- 
tients 66 per cent showed 
marked improvements 
[obvious drug effect and 
mood improvement] .. .” 


“No serious side reactions were 
noted . . . In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found. This is particularly inter- 
esting, since these side effects have 
been common with other mood 
elevating drugs .. .”2 


Drug-induced psychophysiologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infection. 
(All patients were epileptic, 
mentally retarded and/or brain 
damaged.) 


“All except two fof 129] 
patients responded to the 
initial injection [of paren- 
teral Ritalin] within 114 
to 15 minutes.” 


“In no instance was there any 
evidence of untoward effects.” 
“. .. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 
found chronic brain damage, ac- 
centuates the safety of parenteral 
Ritalin . . 


REFERENCES: 


DOSAGE: Oral: Dosage will depend upon indication 
and individual response. Many patients respond to 
10 mg. b.id. or t.id. Others will require 20-mg. 
doses. In a few cases, 5-mg. doses will be adequate. 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 
venously or intramuscularly. RITALIN® hydrochlo- 
ride (methylphenidate hydrochloride CIBA) 


. Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., and Maley, M. C.: Dis. Nerv. System 
18:146 (April) 1957. sino 


CIBA 


SUMMIT, N. Jd. 


— 


